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ABSTRACT

THE IMPORTANCE OF DIFFERENTIATING BETWEEN TRAITS OF AUTISM
SPECTRUM DISORDER AND CALLOUS AND UNEMOTIONAL TRAITS

By
Kristen Shaffer Parys
August 2016

Dissertation supervised by Tammy L. Hughes, Ph.D.
The study assesses the apparent similarities and underlying differences between traits of
autism spectrum disorder and callous and unemotional traits, and problematic sexual behaviors
that can result in involvement in the juvenile justice system. The need to differentiate between
these traits and better understand their impact on response to treatment within treatment
facilities for offenders is highlighted. This research investigated the presence of individuals
with traits of autism spectrum disorders and callous and unemotional traits in adolescent males
in a residential treatment program for sexual offenses, and whether instruments that are typically
used to identify these characteristics were effective in distinguishing between them effectively
within this population. Results are based on descriptive statistics, visual analyses, and
nonparametric comparisons of responses between groups with and without observed traits of
autism spectrum disorder. Results showed individuals in this treatment facility did exhibit
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characteristics of autism as well as callous and unemotional traits. For individuals with autism
who also reported callous and unemotional traits, scores were significantly higher for
unemotional characteristics, specifically, as compared to individuals without symptoms of
autism. Deficits in social skills, emotion facial recognition abilities, and sexual knowledge were
apparent across participants. Although there were no significant differences between groups,
these results point to clinical considerations that are worthy of attention in terms of treatment.
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CHAPTER I
INTRODUCTION
Timothy Coon was discovered at age 15 inside the family van with his 9-year-old sister
with his pants around his knees and admitted, under questioning, that he had been sexually
molesting her. He was instantly removed from the family home and ruled delinquent after being
charged with criminal sexual conduct in the juvenile court system, and ordered to attend a
treatment facility. He was expelled from the treatment program after seven months, being
described as lacking motivation, misbehaving, and arguing with staff. Timothy spent the next
three years cycling through juvenile treatment facilities, making little progress in any of the
programs, and was finally referred at age 18 for civil commitment as “mentally ill and
dangerous, a sexual psychopathic personality, and a sexually dangerous person” (Demko, 2012,
para. 4). During the civil court hearing, other episodes of Timothy’s sexual misconduct were
described, including his admission of molesting both of his younger sisters on multiple occasions
over a period of seven years. He also acknowledged sexual offenses toward two young boys in
his neighborhood and a habit of attempting to watch children in public restrooms. After a twoday trial, the judge ordered Timothy’s involuntary civil commitment, noting his
unresponsiveness to treatment and unlikely capacity for rehabilitation.
Seven years later, Timothy remained detained in a Minnesota sex offender program. He
had yet to successfully complete the initial phase of treatment and did not participate in
therapeutic programming. His family initially noted some relief with his detainment, but after
seven years expressed frustration with the seeming impossibility of him ever being released –
especially in light of the realization that Timothy meets the criteria for Asperger Syndrome, an
autism spectrum disorder that is characterized by marked social impairments and restricted
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interests and behaviors. Timothy’s family was convinced that Timothy could be placed in a less
restrictive setting where treatment could be delivered more appropriately, and also had concerns
regarding the way in which so many years of institutionalization affected him.
An estimated 130,000 youth reside in juvenile detention and correctional facilities on any
given day nationwide. Research has suggested that as many as 70 percent of these youth have a
diagnosable mental health or developmental disorder, and approximately 25 percent have a
disorder that severely impairs their functional abilities (Cocozza, 2006). Specifically, individuals
with autism spectrum disorders are anticipated to have up to seven times more contact with law
enforcement over the course of their lifetime than their peers (Ghose, 2006). In Pennsylvania
alone, the rate by which individuals with autism were charged with offenses has increased by
more than five times from 2006 to 2011, and offenses range from loitering to simple assault
(Shea, 2014). Information is limited regarding the prevalence of autism in the criminal justice
system on a national level (National Research Council, 2011), and existing research is largely
inconsistent. Although some studies have suggested no elevated occurrences of autism in this
system (Hippler & Klicpera, 2003), other studies have noted that as many as 12 percent of young
adults charged with offenses fell somewhere on the autism spectrum (Siponmaa, Kristiansson,
Johnson, Nyden, & Gillberg, 2001).
How is it possible for such seemingly unrelated concepts (autism and crime) to overlap?
The likelihood of involvement in illicit behaviors can actually be aggravated by many of the core
symptoms of autism spectrum disorders (Newman & Ghaziuddin, 2008), and when symptoms
are presented by individuals who are considered higher functioning they can be mistaken as
antisocial rather than as an expression of the deficits of the disability. This misconception is
concerning because the motivating factors that lead to criminal activity are typically of a very

2

different nature for individuals with autism as compared to other offenders (Mayes & Koegel,
2003). However, neither alternative education nor juvenile justice programs conduct screenings
for developmental disabilities such as autism and it is quite possible that these individuals are
erroneously labeled as callous and unemotional, which are core traits of adult psychopathy. In
order to better comprehend how traits of autism can be confused with traits of psychopathy, it is
necessary to more fully understand the social, emotional, behavioral, and cognitive features of
each disorder.
Autism Spectrum Disorders
Autism is estimated to occur in approximately 1 in every 88 children, and rates of the
disorder have been rising worldwide (CDC, 2012). The causes of autism spectrum disorders
have historically been contested ever since the disorders’ beginning, with causal propositions
ranging from congenital factors (Kanner, 1949), to the lack of parental emotional availability
(Bettelheim, 1967), to the effects of vaccinations (Rimland, 1964). Currently, researchers tend to
view autism as a neurodevelopmental disorder resulting from a genetic vulnerability (Trevarthen,
2000), with a significant interaction between genes and the environment (Muhle, Trentacoste, &
Rapin, 2004).
Autism is a lifelong behavioral disorder characterized by a broad collection of symptoms,
more specifically consisting of deficits in social interactions, speech and communication, and
repetitive stereotyped behaviors and restricted interests that must be exhibited across
environmental contexts and cannot be explained by general developmental delays (APA, 2013).
Deficits in each of the identified domains are described as follows.
Individuals with autism must demonstrate insufficient abilities in the area of socialemotional reciprocity. Such deficits may range from abnormal social approaches toward others
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to failure to maintain reciprocal conversation to a complete lack of initiation of social
interactions. Specifically, social-emotional behaviors demonstrated by children with autism may
include intrusiveness, poor pragmatic language, maintaining one-sided conversations, lack of
shared interests, lack of emotional response to others, indifference toward praise, aversion to
physical contact and affection, and struggle with imitation of others. These social-emotional
limitations can result in individuals with autism seeming to lack empathy and to have an inability
to recognize others’ distress (APA, 2013; Carpenter, 2013).
Nonverbal deficits can include difficulty integrating both verbal and non-verbal
expressions, a complete lack of facial expression, poor eye contact, minimal understanding of
body postures, inability to recognize and use gestures, abnormal speech patterns, trouble
expressing emotions, and the incapacity to interpret others’ nonverbal expressions. Individuals
with autism tend to maintain a rigid level of thinking and are unable to understand humor or
nonliteral forms of language (APA, 2013; Kauffman, n.d.).
Deficits in developing and maintaining appropriate relationships outside of that with a
caregiver must be evident in order to receive an autism diagnosis. A lack of “theory of mind,” or
an inability to take others’ perspective, is a hallmark deficit in this domain. Individuals with
autism demonstrate a lack of awareness of and response to social cues, and may engage in such
behaviors as asking inappropriate questions, being unaware of others’ distress, or an inability to
engage in imaginative play. These behaviors often occur simultaneously with difficulties in
establishing friendships, a lack of interest in peers and parallel play, and a lack of response when
approached in social situations. Further, these relationship difficulties result in individuals with
autism appearing aloof and uninterested in others (APA, 2013; Carpenter, 2013).
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Restricted or repetitive behavior patterns, interests, or activities are apparent by the use of
stereotyped or repetitive speech, movements, or use of objects, extreme adherence to routines,
disproportionate resistance to change, or abnormal response to pain or sensory input (APA,
2013; Kauffman, n.d.). Individuals with autism may utilize language that is inappropriately
formal, repeat words or phrases, use memorized language scripts to respond to others, eliminate
the pronoun “I,” or make recurring non-word vocalizations. Repetitive hand movements may be
present, including clapping or flapping hands, picking of fingers, or spinning. Preoccupations
with objects may be shown by lining up toys or playing with toys in a nonfunctional manner
(APA, 2013; Carpenter, 2013). Other symptomatology that is often evident in individuals with
autism may include self-injurious behaviors such as excessive picking of the skin, or sleep
disorders (Bishop, Richler, & Lord, 2006; Campbell, 2006).
The term “autistic psychopathy” was devised by Hans Asperger (1944) to describe the
antagonistic behaviors that were often presented by the sample of individuals whom he studied,
referring specifically to “autistic acts of malice” that appeared to be premeditated in nature and
directed toward family members. He noted that these individuals seemed to behave in a manner
that was intentionally harmful to others and that appeared to result in some enjoyment on the part
of the individual. It was later suggested that the unpleasant behaviors that were observed in this
group, and those behaviors which initially seemed to be antisocial in nature may have occurred
due to a lack of social knowledge rather than underlying desires to behave cruelly (Asperger,
1944).
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Psychopathy
In adult populations, the smallest category of offenders who commit the most severe acts
are referred to as being afflicted with psychopathy. This construct is one that has been refined
since the 19th century, and the disorder as it is understood today was outlined by Hervey
Cleckley in 1941 as a set of deviant personality traits characterized by superficial charm, high
average intelligence, lack of delusional thinking, absence of anxiety, insincerity, lack of remorse,
antisocial behavior, poor judgment, pathological egocentricity, lack of affect, unreliability, poor
interpersonal relationships, and impersonal sexual attitudes. Although conceptualizations have
changed over the years, most are linked with Cleckley’s original description. Robert Hare
(1993) expanded on Cleckley’s narrative to identify twenty features of psychopathy, which were
further classified into two factors delineating personality traits (factor 1) or antisocial behaviors
(factor 2). Definitions of psychopathy have continued to be modified in consideration of ongoing
research. Most recently, Cooke and Michie (2001) expanded on Hare’s two-factor model to
include a third factor, and their model consists of traits of an arrogant, deceitful interpersonal
style (factor 1), a deficient affective experience (factor 2), and an impulsive or irresponsible
behavioral style (factor 3).
The intention of expanding the construct of psychopathy to children is one that has
gathered increased consideration in recent years. Of specific concern are ways to best define this
concept across the lifespan, whether assessments can be conducted to determine the presence of
associated behaviors and traits, and how to understand the progression of the disorder (Frick,
1998; Lynam, 1997; Salekin, Rogers, & Machin, 2001). One reason for this rise in interest is the
pattern of serious offending that is becoming evident in juvenile populations and a need for early
prevention and intervention efforts (Lynam, 1998; Salekin et al., 2001). Adults with traits of
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psychopathy have been shown to commit both more crimes and a wider variety of crimes than
offenders without these traits, and have higher rates of recidivism following release from
correctional facilities (Hare et al., 1988). Research has suggested similar issues in adolescent
populations (Forth & Burke, 1998). As such, early detection of traits of psychopathy may
provide an opportunity to intervene with the development of certain personality attributes before
they are solidified (Salekin et al., 2001), as well as target cognitive and environmental factors
that may be contributors to the development of the disorder (Frick, 1998; Salekin et al., 2001).
Research that aims to detect the childhood precursors to psychopathy focuses explicitly
on callous and unemotional (CU) traits. CU traits denote a particular affective (e.g., absence of
guilt, constricted affect) and interpersonal (e.g., failure to show empathy, use of others for
personal gain) style that is illustrative of a subgroup of children with severe conduct problems
(Christian, Frick, Hill, Tyler, & Frazer, 1997; Frick, Barry, & Bodin, 2000; Frick, O’Brien,
Wootton, & McBurnett, 1994). Similar to adults with psychopathy, children with CU traits do
not possess any internal drive to make appropriate choices. They also demonstrate a pattern of
narcissism that is evidenced by a sense of entitlement, self-centeredness, and vanity. However,
interventions can target the extreme self-focus that is apparent in children with narcissism by
promoting empathy and perspective-taking (Wong & Hare, 2005). In particular, children can be
taught to build self-esteem in more realistic ways and adaptively cope with negative feedback
when their expectations are not met (Barry et al., 2003).
Problems with empathy represent a core deficit that is evident in both autism spectrum
disorders and psychopathy (Jones, Happe, Gilbert, Burnett, & Viding, 2010), along with social
impairments and a diminished capacity to outwardly express emotions. In general, empathy
describes the emotional reaction of an observer to the emotional state of another person (Blair,
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2005). More specifically, empathy can be categorized into emotional, motor, and cognitive
dimensions. Emotional empathy is related to the ability to physically feel along with another
person (Davis, Hull, Young, & Warren, 1987). Motor empathy is described as the capacity to
mimic others’ facial expressions, vocalizations, postures, and movements (Hatfield, Cacioppo, &
Rapson, 1994). Cognitive empathy, also known as theory of mind, is related to the ability to
understand others’ emotional states, including their thoughts, desires, beliefs, intentions, and
knowledge (Frith, 1989; Premack & Woodruff, 1978). Theory of mind deficits are a central
feature of autism (Baron-Cohen et al., 1985), although emotional empathy is not consistently
impaired in this population (Adolphs, Sears, & Piven, 2001; Blair, 2005). Conversely, the
profile of empathy deficits that is linked with psychopathy seems somewhat different (Jones et
al., 2010), highlighting deficits in emotional empathy and not in theory of mind (Blair, 2005).
The ability to take on the viewpoints of others, even when unable to sympathize with their
feelings, is positively related to the inclination to use manipulation in interpersonal relationships
(Jones et al., 2010).
Although existing research suggests some degree of trait overlap between psychopathic
tendencies and autism traits, closer examination of behavioral profiles and cognitive-affective
deficits actually indicates a degree of separation between these disorders. Currently, a
significant gap is evident in the literature regarding the extent to which the symptoms of
psychopathy and autism are of shared influence. Based on data from a sample of 642 twin pairs,
Jones and colleagues (2009) found that genetic and non-shared environmental influences related
to traits of psychopathy were unique to each phenotype, although the disorders did share some
common environmental influences. Poor emotion attribution was associated with higher levels
of both psychopathy and autism, and these associations were largely explained by common
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genetic factors. Rogers et al. (2006) also explored the extent to which traits of autism and
psychopathy overlap in a sample of 28 boys who were diagnosed with either Asperger’s or highfunctioning autism and who had exhibited violent behaviors. Results indicated that psychopathy
characteristics were not related to autism severity and did not seem to be related to core cognitive
deficits of autism.
Significance of the Problem
Because individuals with autism are often unable to recognize others’ emotional states,
fail to respond to distress cues in others, and have difficulty understanding others’ intentions,
they are at an increased risk for exhibiting aggressive or offending behavior (Silva, Leong, &
Ferrari, 2004; Hill, 2004). Symptoms of autism are by nature indicative of difficulty in taking
others’ perspective, which can result in reactions to people and situations that can seem
emotionless and unfeeling. However, when information is presented in a way that allows
individuals with autism to understand the situation at hand, they can often exhibit concern in a
similar manner to neurotypical peers (Blair, 1999; Sigman et al., 2003, Jones et al., 2010). This is
an action which is not evident in individuals with psychopathic traits (Blair, 2005; Rogers,
Viding, Blair, Frith, & Happe, 2006). The presenting problem for individuals with autism, then,
may not be a lack of concern about others’ feelings, but rather a delay in acknowledging others’
feelings that is dependent upon how clearly contextual information is presented. This implies
that while psychopathy and autism are both related to similar social and emotional impediments,
the resulting expression of behaviors, emotions, and cognitions may be quite distinct (Jones et
al., 2010).
Again, these distinctions are critical because the pathway to criminal activity is typically
strikingly dissimilar for individuals with autism spectrum disorders as compared with individuals

9

with callous and unemotional traits (Mayes & Koegel, 2003). Thus, individuals with autism may
find themselves in a situation which results in legal contact without the knowledge that they have
committed some kind of legal violation. Oftentimes, behaviors that seem to be disruptive, such
as physical aggression, stalking, inappropriate sexual advances, and other behaviors, may instead
by expressions of some of the core deficits of autism (Debbaudt, n.d.). Because there is often an
unawareness of the presence of autism once individuals end up in the justice system, they can be
led on a treatment course that is ineffective and appear as though they are not good candidates
for rehabilitation. The criminal justice system focuses on perspective taking, developing
empathy, and restorative justice, which gives attention to victim needs and the offender taking
responsibility for their actions. Each of these objectives speak directly to some of the core
deficits of autism spectrum disorders, and it is clear that individuals with autism would likely
have significant difficulty demonstrating appropriate progress toward each of these goals.
Consequently, there is an obvious need to understand the influence of both callous and
unemotional traits and autism spectrum disorders on behavior to better clarify how each group of
individuals are treated and proceed through alternative education or juvenile justice systems, as
well as to recognize how interventions that already exist for addressing callous and unemotional
traits can be modified to be applied to individuals with autism.
Schools, and school psychologists, are in a great position to help modify interventions so
that children with autism who become involved in the legal system are not removed from school.
School psychologists can also consult with legal personnel to serve as consultants regarding how
to better treat these children when there is contact with law enforcement or the criminal justice
system. These modifications are already applied in many academic areas, and include such aids
as the use of visuals, concrete language, video modeling, and repetition to ensure understanding.
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In summary, this chapter has reviewed the incidence with which individuals with
developmental disabilities may engage in behaviors that result in placements in juvenile justice
facilities, along with the manner in which involvement in such behaviors may be exacerbated by
the fundamental symptoms of autism spectrum disorders. When symptoms are expressed by
individuals with autism who are higher functioning, their presentation can be inaccurately
labeled as callous and unemotional, which are core traits of adult psychopathy. This difference
in how social, emotional, and behavioral responses are viewed can greatly impact treatment
modalities and subsequently affect how individuals are regarded in terms of their response to
treatment and rehabilitation. The purpose of this study was to evaluate for symptoms of autism
spectrum disorder and presence of callous and unemotional traits in adolescents housed in a
residential program treating sexual offenses. Instruments that are commonly used to assess for
these symptoms and traits were explored to determine which most effectively identify these
characteristics in a sample of adjudicated youth. This will help to better distinguish areas of
difficulty and target treatment interventions. The following research questions were addressed:
Research Question 1: Do adolescents housed in a residential treatment program for sexual
offenses exhibit characteristics of autism and/or CU traits?
Hypothesis 1: Adolescents in the treatment program will exhibit characteristics of autism
and/or CU traits.
Research Question 2: Does the median score differ for measures of CU traits for
participants with and without symptoms of autism?
Hypothesis 2: It is hypothesized that median scores for CU traits will be significantly
lower for participants in the autism group.
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Research Question 3: Does the median performance differ for emotion facial recognition for
participants with and without symptoms of autism?
Hypothesis 3: It is hypothesized that median scores for identification of emotional
expressions will be significantly lower for participants in the autism group. Participants
with CU traits are suspected to have difficulty with identification of fear and disgust.
Research Question 4: Do median scores differ for social skills deficits for participants with and
without symptoms of autism?
Hypothesis 4: It is hypothesized that median scores on the SRS-2 will be significantly
higher for participants in the autism group.
Research Question 5: Does the median performance differ for sexual knowledge for
participants with and without symptoms of autism?
Hypothesis 5: It is hypothesized that median scores on the assessment of sexual
knowledge will be significantly lower for participants in the autism group.
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CHAPTER II
LITERATURE REVIEW
In 2011, there were approximately 1,470,000 arrests of youths ages 10 through 17
nationwide. Of these arrests, 68,150 were for violent crimes, including murder, forcible rape,
robbery, and aggravated assault, and 334,700 were for property offenses. Simple assault accounted
for 190,900 arrests and sex offenses (excluding forcible rape and prostitution) resulted in 12,600
arrests. Pennsylvania was identified as one of nine states in which juvenile violent and property
crime rates were above the national average (OJJDP, 2013).
Historically, approaches to dealing with juvenile offenders such as these have been
punitive in nature, and the dominant theory in the legal system was that of retributive justice.
This view holds that those who commit certain crimes are deserving of punishment that is
proportional to the act. Punishment, then, is a response to a past injustice and acts to reinforce
rules that have been broken (Maiese, 2004). Retributive justice thus views crime as a violation
of law, which implies that the state is the victim. Justice then results from establishing blame
and administering punishment. The offender is pitted against state rules, and promotes a clear
winner and a clear loser. Not surprisingly, such punitive approaches have failed to address the
basic needs of victims, the community, and the offender, and over time, a new framework for
restorative, rather than retributive justice, was introduced (Zehr, 1997).
Restorative Justice Model
Restorative justice has been somewhat problematic to define, even with the increased
attention the model has received in recent years. This is partially due to the interchangeable use
of restorative justice with concepts such as community justice, transformative justice,
peacemaking criminology, and relational justice (Bazemore & Walgrave, 1999; Latimer,
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Dowden, & Muise, 2005). While a universal definition of restorative justice has not yet been
fully determined, Marshall (1996) most comprehensively posited that it is a process in which all
individuals who are involved in an offense join together with the purpose of coming to a
resolution about how to deal with the aftermath of an offense as well as any future repercussions.
Whereas retributive justice focused on punishment as a means of accountability, restorative
justice views this as insufficient. According to Zehr (1997), punishment may actually be
irrelevant or even counterproductive to establishing real accountability. Although offenders are
given a consequence, they may not understand the consequence in relation to their behavior.
Since they are not encouraged to empathize with victims, offenders may develop a sense of
alienation from society and often feel as though they themselves are victims. In order to rectify
this, offenders need to be able to comprehend the consequences of their behavior and take
responsibility to make things right.
The core assumption of restorative justice is that crime is not just a violation of law, but
also a violation of people and relationships (Zehr, 1990; Latimer et al., 2005). It follows, then,
that the most appropriate response to criminal behavior is to repair the harm caused by the
violation. In order to do this, the criminal justice system needs to provide the victim, the
offender, and the community with a chance to unite and discuss the event, with the hope that a
plan can be established to make amends. The primary components of restorative justice include
volunteering for the process, telling the truth, and having face-to-face encounters in a safe and
controlled environment. It is imperative for the offender to accept responsibility for his or her
actions and be willing to have an open discussion about the exhibited behavior and how to mend
the harm (Latimer et al., 2005).
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Restorative justice models can be classified into three types: circles, conferences, and
victim-offender mediations. Although the practices for each type may be distinct, the principles
applied in each type are comparable. Some type of restorative justice program can be instituted
at any point while in the criminal justice system, and is applied regardless of the type of offense
that was committed. There are currently five identified entry points for referral: by the police
(pre-charge), crown (post-charge), at court (pre-sentence), via corrections (post-sentence), and on
parole (pre-revocation). Supporters of restorative justice assert that its emphasis on recovery
benefits both victims and offenders, and provides the community with an opportunity to heal
(Latimer et al., 2005).
Types of Offenders
Research suggests that average offenders often interpret relevant social stimuli and
situations in a deviant manner. Specifically, the deficits linked with aggressive offending in
children and adolescents involve hostile attribution biases (Andrade, 2009; Losel, Bliesener, &
Bender, 2007). These biases tend to ascribe hostile intent to others in situations that are
ambiguous and result in a negative outcome. Thus, presence of a hostile attribution bias may be
thought of as a failure to interpret interpersonal interactions in a benign manner (Dodge, 2006),
and is considered to be a risk factor for violent and offending behaviors (Hendry, 2013).
Juvenile offenders have been shown to view more social problems as hostile, generate fewer
solutions, and choose ineffective solutions when compared to aggressive students (Slaby &
Guerra, 1988). Research on adult offenders has also shown that hostile attribution biases are
demonstrated when information is ambiguous, with lower levels of demonstrated self-control
(Copello & Tata, 1990). Hostile attribution biases are often associated with reactive aggression.
Reactive aggression is unplanned and results from spontaneous emotional reactivity to a situation
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(Dodge &Newman, 1981; Walters, 2012). Typical offenders are not planful and react
impulsively and aggressively to perceived threats.
However, not all offenders can be categorized as “typical.” For instance, it is not
uncommon for individuals with autism to exhibit challenging behaviors that may become chronic
(Murphy, Beadle-Brown, Wing, Gould, Shah, & Homes, 2005; King & Murphy, 2014), and at
times these behaviors may place individuals at risk for involvement in the criminal justice
system. This is especially true for those individuals with autism who are higher functioning,
because in many ways they can appear similar to their typically functioning peers (King &
Murphy, 2014). The potential for challenging behaviors, along with deficits in empathy and a
lack of understanding of social cues, may raise the risk of committing an offense (King &
Murphy, 2014). Research is minimal regarding the type of offenses perpetrated by individuals
with autism, and some of the existing research is marred by biased or small samples. Cheely,
Carpenter, Letourneau, Nicholas, Charles, and King (2012) found that juvenile offenders with
autism committed significantly more crimes against people and significantly less property
offenses, as compared to juvenile offenders without autism. Kumagami and Matsuura (2009)
discovered that offenders with an autism spectrum diagnosis engaged in more sexual crimes and
fewer property crimes than non-autism offenders. An examination of the prevalence of juveniles
with autism in the criminal justice system by Cheely and colleagues (2012) found that five
percent of a geographic population-based sample of adolescents 12-18 years of age had a history
of some level of contact with the criminal justice system.
There is limited information regarding the prevalence of autism in the criminal justice
system nationally (National Research Council, 2001), and the research that does exist has shown
some conflicting results. For instance, Scragg and Shah (1994) found that as many as 2.3% of
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male inmates in a secure mental hospital met the criteria for ASD. Siponmaa, Kristiansson,
Johnson, Nyden, and Gillberg (2001) found that 3% of a sample of young adults who had
committed violent offenses met criteria for Asperger’s Disorder specifically, and an additional
12% fell somewhere on the Autism spectrum. However, other studies (i.e. Hippler & Klicpera,
2003) found no increase in incidents of criminal or antisocial behavior in a sample of individuals
diagnosed with Asperger’s when compared to that of the general population.
The presence of callous-unemotional (CU) traits also designates an important subgroup
of antisocial youth (Frick, 2006). CU traits are associated with both more severe violence and
violence that seems to be more premeditated and instrumental in nature, with a concurrent lack
of empathy from the perpetrator toward the victim (Frick, Cornell, Barry, et al., 2003).
Specifically, adjudicated adolescents with high levels of CU traits are more likely to display
childhood-onset antisocial behavior and are more likely to have a history of committing violent
sexual offenses (Caputo, Frick, & Brodsky, 1999).
As previously stated, restorative justice emphasizes the impact of a wrongdoing on
relationships and encourages accountability for the behavior through empathizing with the
victim. Actually, the victim’s perspective is considered to be central to deciding how to repair
whatever harm was inflicted by the offense, and expressing remorse is a way by which offenders
can become fully integrated members of their communities (OJJDP, 2013). Because of the core
deficit in empathy for both individuals with autism and individuals with callous unemotional
traits, this model is largely ineffective for both groups. The theory of mind and social deficits
that are such a part of autism make it difficult for offenders in this category to take another’s
perspective and to recognize the need and manner in which to repair relationships. Similarly, the
absence of an ability to feel another’s feelings and recognize distress impedes offenders in this
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group from empathizing with the victim and increase their competency to function in society. In
order for treatment to be effective for both groups, interventions need to be tailored to abilities
and target specific areas of deficit and procedures need to be put in place to identify deficits early
on in the process. Aggressive processes that lead to CU traits, as well as characteristics of
autism, will be examined more in depth in order to better understand the need for specialized
treatments.
Aggression in Children
Oppositional Defiant Disorder
Oppositional defiant disorder (ODD) is described in the DSM-IV TR (APA, 2000) as a
recurrent pattern of negativistic, defiant, hostile behavior toward authority figures that persists
for at least 6 months. It is further characterized by frequent arguments with adults, defying or
refusing to comply with adult requests, deliberately annoying others, blaming others for mistakes
or misbehavior, being easily annoyed, acting in a spiteful or vindictive manner, or being angry or
resentful. Behaviors must occur more often than typically observed in peers of the same age or
developmental level in order to receive a diagnosis of ODD. Behaviors must also cause
significant impairment in social, academic, or occupational functioning. This diagnosis is not
given if the behaviors occur during the course of a Psychotic or Mood disorder or if the
behaviors meet criteria for another syndrome, such as Conduct Disorder (APA, 2000).
Historically, ODD is usually identified before the age of 8 and no later than early adolescence.
While ODD is considered a developmental antecedent to a diagnosis of Conduct Disorder, not all
children with ODD will go on to develop more severe diagnoses (APA, 2000).
Four modifications have been made to the criteria for ODD in the DSM-5. First,
symptoms are now organized into three types: angry/irritable mood, argumentative/defiant
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behavior, and vindictiveness. This change emphasizes both the emotional and behavioral
symptoms of the disorder. Second, the exclusion criterion for Conduct Disorder has been
removed. Third, a notation has been included with the criteria to offer some direction about the
frequency needed in order for a behavior to be considered symptomatic. Lastly, the criteria is
accompanied by a severity rating to indicate the degree of prevalence of symptoms across
multiple settings (APA, 2013). Researchers have suggested that the temperamental traits that are
often seen in ODD are precursors to the personality traits that emerge in psychopathy (Salekin et
al., 2001).
Conduct Disorder
Conduct disorder (CD) is defined as a persistent pattern of behavior in which the basic
rights of others or major age-appropriate societal norms or rules are violated and in which
antisocial behaviors are extreme given the individual’s developmental level. Behaviors are
categorized by aggression to people and animals, destruction of property, deceitfulness or theft,
and serious violation of rules. At least three of the following behaviors must be evident in the
past year, with at least one behavior present for at least six months: bullies, threatens, or
intimidates others; often initiates physical fights; has used a weapon that can cause serious
physical harm to others (e.g., a bat, brick, broken bottle, knife, gun); has been physically cruel to
people; has been physically cruel to animals; has stolen while confronting a victim (e.g.,
mugging, purse snatching, extortion, armed robbery); has forced someone into sexual activity;
has deliberately engaged in fire setting with the intention of causing serious damage; has
deliberately destroyed others’ property (other than by fire setting); has broken into someone
else’s house, building, or car; often lies to obtain goods or favors or to avoid obligations (i.e.,
“cons” others); has stolen items of nontrivial value without confronting a victim (e.g.,
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shoplifting, but without breaking and entering; forgery); often stays out at night despite parental
prohibitions, beginning before age 13 years; has run away from home overnight at least twice
while living in parental or parental surrogate home (or once without returning for a lengthy
period); or is often truant from school, beginning before age 13 years. As with ODD, the
disturbance in behavior must lead to significant impairment in social, academic, or occupational
functioning and if the individual is 18 years of age or older, criteria are not met for Antisocial
Personality Disorder (APA, 2000).
The basic criteria for Conduct Disorder are essentially unchanged in the DSM-5.
However, a specifier was added to identify individuals who meet criteria for the disorder but who
also present with limited prosocial emotions; this helps to clarify the presence of callous and
unemotional (CU) interpersonal traits across a variety of settings and relationships. Research has
suggested that individuals with CD who also display these traits tend to have a more severe form
of the disorder and also a different response to treatment (APA, 2013).
CU traits denote a particular affective (e.g., absence of guilt, constricted affect) and
interpersonal (e.g., failure to show empathy, use of others for personal gain) style that is
representative of a subgroup of children with severe conduct problems (Christian, Frick, Hill,
Tyler, & Frazer, 1997; Frick, Barry, & Bodin, 2000; Frick, O’Brien, Wootton, & McBurnett,
1994), and have been shown to bear a resemblance to adults with psychopathy (Lynam, 1998).
Psychopathy
In adult populations, the smallest and most severe group of offenders are referred to as
psychopaths. The word psychopathy is derived from psych, or mind, and pathos, or disease, and
literally means “mental illness” (Hare, 1993). Philippe Pinel, a nineteenth century French
psychiatrist, was one of the first individuals to write about psychopaths. He acknowledged a
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pattern of behavior that appeared to be characterized by a lack of remorse and control, and
described this behavior using the term insanity without delirium (Hare, 1993). Since Pinel’s
initial conceptualization of psychopathy, the construct has been subject to a variety of
impressions. The definition of psychopathy as it is discussed today was initially outlined by
Hervey Cleckley in his seminal work, The Mask of Sanity, first published in 1941. He described
psychopathy as a set of deviant personality traits comprised of sixteen specific characteristics:
superficial charm/good intelligence, no delusions/irrational thinking insight, absence of
nervousness/psychoneurosis, untruthfulness and insincerity with/without drink, lack of remorse
or shame, inadequately motivated antisocial behavior, poor judgment/failure to learn, pathologic
egocentric/incapacity for love, general poverty in major affective reactions, unreliability,
unresponsiveness in general interpersonal relations, fantastic and uninviting behavior
with/without drink, suicide rarely carried out, sex life impersonal, trivial, and poorly integrated,
and failure to follow any life plan (Cleckley, 1941).
While researchers have disagreed on how to best encapsulate psychopathy, most
conceptualizations are linked, at least in part, to Cleckley’s narrative. Robert Hare (1993)
subsequently expanded on his description to identify twenty characteristics of psychopathy,
differentiated as either personality traits or antisocial behaviors. Factor 1 is comprised of
personality traits that are considered to be at the core of psychopathy, while Factor 2
encompasses behaviors that are suggestive of a chronically unstable and antisocial lifestyle.
Specific components of each factor are presented in Table 2.1.
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Table 2.1
Hare’s psychopathy characteristics
Factor 1

Factor 2

Personality Traits

Socially Deviant Behaviors

pathological lying

need for stimulation/proneness to boredom

callous/lack of empathy

irresponsibility

glibness/superficial charm

parasitic lifestyle

lack of remorse or guilt

early behavioral problems

shallow affect

juvenile delinquency

conning/manipulative

poor behavioral controls

failure to accept responsibility

revocation of conditional release
promiscuous sexual behavior
impulsivity
criminal versatility
lack of realistic long-term goals
many short-term marital relationships

Definitions of psychopathy continue to be adapted to reflect information gathered from
ongoing research. Cook and Michie (2001), after careful analysis of the existing two-factor
model, expanded the construct of psychopathy to include a third factor. In their model, Factor 1
consists of indicators of an arrogant, deceitful interpersonal style (ADI), Factor 2 represents a
deficient affective experience (DAE), and Factor 3 signifies an impulsive or irresponsible
behavioral style (IIB). Refer to Table 2.2 for specific items in each dimension.
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Table 2.2
A three-factor model of psychopathy
Factor 1

Factor 2

Factor 3

ADI

DAE

IIB

glibness/superficial charm

low remorse

boredom

self-centeredness/grandiose

low guilt

excitement-seeking

lying

weak conscience

lack of long-term goals

conning/manipulation

callousness

impulsiveness

deceitfulness

low empathy

failing to think before acting

sense of self-worth

shallow affect

parasitic lifestyle

failure to accept
responsibility for actions

Paul Frick was influential in his work to extend the construct of psychopathy to children.
This concept has received increased attention in recent years, specifically in relation to how to
define this concept in children, how to assess for the behaviors and traits, and how to determine
the trajectory of this disorder across the lifespan (Frick, 1998; Lynam, 1997; Salekin, Rogers, &
Machin, 2001). Increased interest is largely related to the extreme costs that psychopathic
individuals demand on their surrounding communities, including family dysfunction, welfare and
prison expenses, violence, and general criminal behavior. Corresponding increases in youth
violence and patterns of serious offending in juvenile populations indicate a need to identify this
disorder early in its development (Lynam, 1998; Salekin et al., 2001).
Research on adults with psychopathy notes that these offenders are more likely to commit
both more crimes and a wider variety of crimes than other offenders, and have higher rates of
23

recidivism upon release from correctional institutions (Hare et al., 1988). Similar issues have
been apparent in adolescent populations (Forth & Burke, 1998). Another point of interest related
to early identification of psychopathic traits is in regards to prevention and intervention.
Research suggests that early identification and intervention for most disorders leads to improved
prognosis. As such, detection of psychopathic personality and behavioral characteristics early in
the lifespan may provide an opportunity for prevention and intervention efforts to target
personality styles before they are set, as well as reduce patterns of offending (Salekin et al.,
2001). Although some researchers believe that children and adolescents with psychopathic
characteristics will strongly resemble adults with the same characteristics (Lynam, 1998), other
researchers have noted that differences in age, experience, and cognitive and emotional
developmental level, among other factors, can impact symptomatology and expression of this
disorder in childhood (Frick, 1998; Salekin et al., 2001).
Problems with the Downward Extension of Psychopathy
Research on psychopathy has been almost entirely focused on adult forensic populations,
and historically, much research on childhood psychopathy has applied a downward extension of
adult conceptualizations of the disorder. This leads to several complications. Psychopathy does
have a biological base, and direct application of adult traits to children largely ignores the
influence of the child’s social context in the development of personality traits. One needs to be
careful to not make the assumption that the guarded prognosis that is commonly found in adults
with psychopathic traits should be automatically applied to children. A typical alternative to this
assumption is to indirectly imply that all children with severe conduct problems are actually
presenting with a childhood manifestation of psychopathy. This viewpoint is perhaps even more
problematic, because many of the unique features of psychopathy may only be applicable to a
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small population of children with CD. Further, the effect of gender remains unclear, as
differences have not been fully investigated in either childhood or adult populations (Cooke,
Forth, & Hare, 1998).
Cognitive Traits of Psychopathy
Empathy. Problems with empathy are central psychopathy (Jones, Happe, Gilbert,
Burnett, & Viding, 2010). Broadly, empathy is the emotional reaction of an observer to the
emotional state of another individual (Blair, 2005). Empathy likely incorporates a number of
potentially distinguishable processes, such as the ability to resonate with others’ feelings and the
ability to identify others’ feelings without necessarily sympathizing with the emotion (Jones et
al., 2010). Blair (2005) categorizes empathy into three dimensions: emotional, motor, and
cognitive. Emotional empathy is described as ‘emotional contagion,’ or being able to physically
feel along with another person (Davis, Hull, Young, & Warren, 1987). Motor empathy is
defined as the ability to mimic facial expressions, vocalizations, postures, and movements with
those of another person (Hatfield, Cacioppo, & Rapson, 1994). Cognitive empathy is essentially
Theory of Mind. Theory of Mind refers to one’s ability to understand the emotional states of
others, including their thoughts, desires, beliefs, intentions, and knowledge (Frith, 1989;
Premack & Woodruff, 1978). Dadds and colleagues (2009) found that callous and unemotional
traits were associated with difficulties in identifying and less care about others’ feelings. While
emotional empathy seems to be impaired, cognitive empathy has been noted to be intact for
individuals with callous and unemotional traits. Three separate studies of adult psychopathy
have shown that participants were able to take another’s perspective, which is related to their
propensity to manipulate others, even if they were unable to sympathize with their feelings of
distress (Jones et al., 2010).

25

Emotional Traits of Psychopathy
Temperament. The mirror neuron system is primarily associated with emotion (Carr,
Iacoboni, Dubeau, Mazziotta, & Lenzi, 2003), and individual differences in observed activity in
this system are correlated with both behavioral indications of empathy and interpersonal skill
(Pfeifer, Iacoboni, Mazziotta, & Dapretto, 2008), which suggests that the mirror neuron system’s
connection with emotion and social behavior has both practical and systematic importance
(Shirtcliff et al., 2009). The insula and anterior cingulate cortex (ACC) in particular are
considered relay stations for the link between experiencing emotions and understanding others’
emotions. In addition to motor imitation, the mirror neuron system is also associated with pain.
Much activation is evident when one experiences pain, as well as when one imagines,
anticipates, or observes others experiencing pain. Activation typically overlaps whether the pain
is experienced or observed (Craig, 2002). Mirror neurons fire both when the same actions are
being performed and observed being performed by others. This matching system is believed to
create a neural process that allows others’ actions and intentions to be automatically understood.
There is some indication that the MNS works in accordance with the limbic system in order to
facilitate understanding of others’ emotional states (Dapretto et al., 2005).
Individuals who exhibit characteristics of psychopathy tend to demonstrate reduced
activation of the insula and ACC across a wide range of tasks, suggesting hypoactivity of the
mirror neuron system. Because these areas of the brain are partially responsible for integrating
peripheral information, dysfunctions in empathy may result from an overall reduced ability to
detect stress or distress cues (Shirtcliff et al., 2005). Humans naturally experience an emotional
reaction to facial stimuli (Dimberg, 1997) which is generated biologically and functions
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independent of cognitive processes (Ekman, 1993). Individuals who have been exposed to angry
or happy facial expressions have been shown to activate the same muscles that are involved in
producing the same expression, denoting mimicry. Both observation and mimicry activate
similar brain regions, which suggests that individuals understand others, to at least some degree,
by facial muscles providing feedback and influencing internalized emotional states (Hadjikhani,
2007). Because of the overlap between underlying neural processes related to emotion
perception and experience, damage to areas such as the amygdala suggests difficulty not only
experiencing fear but also recognizing this facial expression. According to Damasio’s somatic
marker hypothesis (Damasio, 1994) internal sensory maps are activated in order to create
representations of bodily changes that occur while experiencing an emotion; the mirror neuron
system is proposed as a similar mechanism for empathy, in which these same maps are triggered
when observing others’ emotions (Hadjikhani, 2007).
Blair (2008) also noted that a key process underlying empathy is being able to recognize
cues to others’ distress. Children and adolescents who demonstrate the traits that are commonly
seen in adult psychopathy often have difficulty in recognizing fearful and sad expressions, in
particular (Blair & Viding, 2008). Because basic emotions are triggered by both facial
expression and vocal tone, activation of these basic emotions leads to autonomic arousal and
behavioral inhibition. Typically developing children are able to link sad and fearful facial
expressions with acts that preceded them. Children who are less aware of others’ distress will
not view these reactions as punishment and are thus less likely to change their future behavior
(Blair, 1995; Blair, Jones, Clark, & Smith, 1997).
Discrimination of emotional facial expressions begins in infancy. Research suggests that,
by age six, typically developing children are able to identify several emotional facial expressions
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with relative accuracy (Izard, 1971), and some research notes that near-adult levels of
recognition are attained by adolescence (Tremblay et al., 2001; Rodger et al., 2015). However,
various difficulties in childhood can impact recognition of certain emotions, such as fear, and
these difficulties can persist through the adolescent years (Baird et al., 1999). There is minimal
research investigating the developmental trajectory of the development of emotion recognition,
and much existing research focuses on only on early childhood or employs differing
methodologies (Lawrence, Campbell, & Skuse, 2015).
Gao and Maurer (2010) compared groups of children aged five, seven, and ten years with
adults using a paradigm which manipulated facial expression intensity. Participants selected
from a choice of four emotions in two separate sets (neutral, happy, surprised, scared; neutral,
sad, angry, disgusted), which ranged in levels of intensity. Children as young as five years old
exhibited adult levels of sensitivity to happy facial expressions; however, there was an increase
in sensitivity to other emotions from the youngest children to adults. It is important to note that
there were no participants between age ten and adulthood, so it is difficult to determine during
what stage of life this improvement is most evident. In addition, participants were not expected
to choose between the six basic emotions.
Mancini and colleagues (2013) assessed the ability of children between ages eight and
eleven to choose between six basic emotions for groups of faces. Recognition accuracy
increased over this age group except for recognition of happy expressions; instead, the largest
age-related increases were for neutral and sad faces. Yet another paradigm found that sensitivity
to emotional expressions increased from five years of age to adulthood with the exception of
recognition of happiness and fear; young children demonstrated adult-level sensitivity for both of
these expressions. Overall, the use of different methodologies, different age groups, and
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different included emotions impact the comprehensive understanding of the development of
emotion recognition during children and adolescence (Lawrence et al., 2015).
One hypothesis for the presence of qualitative changes in facial recognition during
adolescence is the interaction between recognition, age, and behavioral development. As
adolescents become increasingly involved with peers, an increased drive for acceptance and
sensitivity to peer evaluations emerges, which may lead to a change in the type of information
that is extracted from faces. This changing way in which facial information is utilized within
this time period may allow for developmental differences in face processing abilities to emerge
(Lawrence et al., 2015).
Facial recognition ability can be impacted by disorders, including presence of callous and
unemotional traits (Stevens et al., 2001). Several models exist that purport to explain the nature
of the emotional deficits that are present in psychopathy and that have implications for the way
in which affective stimuli is processed (Dawel, McKone, O’Kearney, Sellbom, Irons, & Palermo,
2015). Many of the characteristics that comprise the affective-interpersonal side of callousunemotional traits as a whole have been thought to result from a deficit in the
neuropsychological system that controls the fear response (Hare, 1993). Research has
demonstrated a deficit in the acquisition of anxiety response to threatening stimuli in individuals
with psychopathy (Hare, Frazelle, & Cox, 1978) as well as reduced skin conductance responses
when being shown images depicting unpleasant and fearful experiences and reduced startle
response to visual threat primes (Patrick, Bradley, & Lang, 1993; Patrick, Cuthbert, & Lang,
1994).
The distress-specific hypothesis, developed by Blair (1995), attributes difficulty with
processing others’ expressions of distress to a failure to experience guilt or remorse in response
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to one’s own antisocial behaviors. Thus, actions are not inhibited because the individual does
not experience an aversive feeling in upon recognizing another’s fear or sadness, resulting in
callous behavior and shallow affect. This hypothesis is supported by research that shows that
individuals with high scores on the interpersonal/affective factor of psychopathy or CU traits
struggle to recognize fearful facial expressions (Dawel, O’Kearney, McKone, & Palermo, 2012),
sad vocal tones (Blair et al., 2002), and decreased capacity to identify verbal statements that
could induce fear in others (Marsh & Cardinale, 2012). Of note, the distress-specific hypothesis
suggests that emotional processing deficits occur only for emotions that are related to distress,
such as fear and sadness, and not for other emotions (Dawel et al., 2015).
Dadds and colleagues (2006) developed the attention-to-eyes hypothesis, which indicates
that the lack of attention to the eyes in particular influences the ability to process all emotional
facial expressions. This reduced attention to the eyes is purported to play a role in social
bonding, such as impairing the development of attachment or empathy, and thus describe the
etiology of affective deficits. This hypothesis is supported through eye-tracking research in
adolescent males with high CU traits, which has demonstrated a reduction in looking at eyes that
are exhibiting a range of emotional expressions, from happiness to anger.
Lastly, the enhanced-selective-attention hypothesis, proposed by Newman (1998), posits
that superior selective attention, or a heightened ability to focus on a task while ignoring
extraneous stimuli, is a crucial etiological process that triggers the affective deficits that are
associated with psychopathy. Although such a superior system is thought to affect the
processing of both nonsocial and social information and is not necessarily specific to emotional
facial expressions, it can enhance suppression of emotional information that is irrelevant to the
immediate goal. If an individual hopes to steal money from another, for example, he or she may
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be able to curb recognition of that person’s distress because it is unrelated to the objective of
stealing (Dawal et al., 2015). Enhanced selective attention in individuals with high levels of CU
traits may also help to inhibit attention to eyes, leading to difficulty is responding to fear (Driver
et al., 1999).
An alternative way to characterize these affective-interpersonal traits through the
violence inhibition mechanism model (Blair, 1995; Blair & Frith, 2000), which proposes that sad
and fearful facial expressions and voices activate the basic emotion system, resulting in
autonomic arousal an behavior inhibition (Blair, 1995). In typically developing children, sad and
fearful expressions serve as punishments for behaviors that cause them. If children are less
sensitive to these expressions, they will feel less punished by observation of the expression and
thus more likely to continue to engage in the acts that cause them. The amygdala is thought to be
part of the neural circuit that mediates the violence inhibition mechanism, suggesting that this
part of the brain plays a role in responding to sad and fearful facial expressions (Blair, 1999).
Accordingly, it has been suggested that early amygdala dysfunction may lead to the presence of
callous and unemotional interpersonal traits and neuroimaging studies have shown impairment in
individuals with psychopathic tendencies (Blair et al., 1999; Fine & Blair, 2000). This position
allows for some integration of both positions. Individuals with amygdala lesions exhibit
impairments in classic fear responses (Bechara et al., 1995), as well as reduced startle reflexes
(Angrilli et al., 1996). Further, adults with amygdala lesions have demonstrated impaired
recognition of fearful and sad facial expressions (Fine & Blair, 2000). It follows, then, that
individuals with callous and unemotional traits who have amygdala dysfunction will have
difficulty processing both sad and fearful facial expressions (Stevens, Charman, & Blair, 2001).
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Blair and Coles (2000) explored the ability of children with CU traits to accurately
identify facial expressions depicting sadness, happiness, anger, disgust, fear, and surprise.
Children with both high levels of CU traits and children with elevated conduct problems showed
decreased accuracy in their identification of sadness and fear. Stevens, Charman, and Blair
(2001) investigated the ability of children with callous and unemotional traits to recognize
emotional facial expressions, specifically for happy, sad, angry, and fearful expressions as well
as vocal tone. Results indicated that children with CU traits were significantly less able than
comparison peers to recognize sad and fearful facial expressions in addition to sad vocal tone;
the same difference was not observed for happy and angry facial expressions or other vocal
tones. Researchers noted the importance of considering whether the differences between groups
could be attributed to task difficulty effects, as fear is considered to be the most difficult
expression to recognize, while sadness is one of the easier ones (Ekman & Friesen, 1974).
Processing of other facial expressions, such as happiness and anger, do not rely on the amygdala
and so it makes sense that recognition of these expressions would be unaffected (Stevens et al.,
2001). Overall, this seemingly increased threshold for recognizing distress may then lead to
deficits in moral decision-making, and is supported by research that indicates an inverse link
between empathy and antisocial behavior that increases in strength across development
(Hastings, Zahn-Waxler, Robinson, Usher, & Bridges, 2000).
Narcissism. Narcissism is one trait that can be affected by interventions during
childhood, before it becomes a stable attribute. Narcissism refers to a pattern of grandiosity, a
senses of entitlement, self-centeredness, and vanity that may lead to an increased inclination to
act negatively toward others. Maladaptive narcissism, in particular, has been found to be related
to both callous and unemotional traits and aggressive behavior (Barry et al., 2003). Narcissism is
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one trait, along with CU traits and impulsivity, which can be predictive of proactive aggression
(Barry et al., 2007). Children with CU traits do not possess intrinsic motivation to make the
“right” choice, and as such require tangible, external reinforcements to engage in desired
behaviors. However, interventions can target the extreme self-focus that is apparent in children
with narcissism by promoting empathy and perspective-taking (Wong & Hare, 2005). In
particular, children can be taught to build self-esteem in more realistic ways and adaptively cope
with negative feedback when their expectations are not met (Barry et al., 2003).
Autism
Worldwide, rates of autism have been rising. Current statistics indicate that
approximately 1 in every 88 children is diagnosed with an Autism Spectrum Disorder, or ASD
(CDC, 2012). Studies in Asia, Europe, and North America have identified individuals with ASD
at an average prevalence of 1%. Broadly, developmental disabilities occur at a rate of 1 in every
6 children in the United States, a category which includes autism (Kim, Leventhal, Koh,
Fombonne, Laska, Lim, et al., 2013).
The causes of ASD have been the source of much debate among parents, professionals,
and scientists since the disorder’s conception. Kanner (1949) originally proposed that autism was
a congenital disorder which led children to be born without motivation for social interaction and
emotional engagement, and suggested that the parent-child relationship influenced the
development of the disorder. Lack of emotional availability from the parent was also supported
as a cause of the development of ASD by Bettelheim (1967). This perspective was challenged by
Rimland (1964), who posited that neurological impairment was the source of symptoms of
Autism. He later expanded on this proposition to assert that vaccines were a direct cause of
Autism. This idea continues to be intensely debated, and often supported, by the general
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population. Researchers, however, tend to consider autism to be a neurodevelopmental disorder
rooted in genetics (Trevarthen, 2000). This is partially evidenced by the high incidence of autism
in siblings, which is 10-60 times greater than in the general population (Fombonne, 1999), along
with the high degree of concordance in monozygotic twins (Baily, LeCouteur, Gottesman, &
Bolton, 1995). Contemporary research suggests contributions from multiple genes along with the
interplay between genes and environment as a root cause of ASD (Muhle, Trentacoste, & Rapin,
2004).
Phenotype
Autism is a lifelong behavioral disorder characterized by a broad collection of symptoms,
more specifically consisting of deficits in social interactions, speech and communication, and
repetitive stereotyped behaviors and restricted interests. According to the revisions set forth in
the fifth edition of the Diagnostic and Statistical Manual of Mental Disorders (DSM-V),
individuals must meet four criteria in order to receive a diagnosis of Autism Spectrum Disorder.
Social and communication deficits. The individual must exhibit persistent deficits in
social communication and social interactions across environmental contexts. These deficits
cannot be accounted for by general developmental delays and must be manifested by deficits in
social-emotional reciprocity, in nonverbal communicative behaviors that would be used for
social interactions, and in developing and maintaining relationships with others. Deficits must
be present in all three of these areas.
Social-emotional reciprocity. Social-emotional reciprocity may range from abnormal
social approaches toward others and failure to maintain typical reciprocal conversation to
complete lack of initiation of social interaction. Abnormal social approaches are indicated by
such intrusive behaviors as unsolicited touching, licking, or smelling others as a way to initiate
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social contact. Individuals with deficits in this area are likely to have poor pragmatic language
skills, do not respond when called, or have one-sided conversations or tangential speech. They
often do not share interests with others and demonstrate impairments in joint attention. There is
typically a lack of responsive emotionality or affect, and a failure to share enjoyment with others.
Similarly, these individuals appear to lack empathy and have difficulty understanding others’
emotions or providing comfort to others who are in distress. Praise does not elicit a response and
they can either be indifferent or demonstrate aversion to physical contact and other forms of
affection. Further, engagement in imitative social games is a difficult task (APA, 2013;
Carpenter, 2013).
Nonverbal communicative behaviors. Nonverbal deficits are also apparent, and can
vary from poor integration of verbal and non-verbal expressions to complete absence of facial
expressions or gestures. Other likely deficits include minimal eye contact, poor understanding of
body postures, lack of understanding of gestures such as pointing or waving, abnormal speech
patterns such as atypical volume, pitch, rate, or prosody, limited or exaggerated facial
expressions, lack of inviting expressions directed toward others, difficulty conveying a range of
emotions, and an inability to interpret the nonverbal expressions of others. Other problems in
this area include difficulty coordinating nonverbal and verbal expressions and multiple
concurrent forms of nonverbal communications (APA, 2013; Kauffman, n.d.).
Developing and maintaining relationships. In order to meet criteria for an Autism
Spectrum Disorder diagnosis, individuals must demonstrate deficits in developing and
maintaining relationships that are appropriate for their developmental level and beyond those that
are established with caregivers. These deficits are characterized by a lack of “theory of mind,”
or an inability to take the perspectives of others, and are applicable if the individual is at least
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four years of age. Individuals tend to demonstrate difficulty adjusting their social behaviors
according to the social context in which they are present, evidenced by lack of awareness of
others’ interest in the task at hand, lack of response to contextual social cues, emotional
expressions that are inappropriate to context, asking inappropriate questions, lack of awareness
of the distress of others, and unawareness of the impact of own behavior, being teased, or not
being welcome to the situation. There is an apparent lack of participation in imaginative play
with others, particularly for individuals who are over age four. This is often coupled with
difficulties in making friends. This difficulty can be demonstrated by a lack of interest in
establishing friendships, not having preferred friends, engagement in parallel play, and lack of
response when approached by peers. These individuals may appear aloof and show limited
interest in others, with a preference for solitary activities (APA, 2013; Carpenter, 2013).
Stereotyped speech, movements, or use of objects. Restricted or repetitive patterns of
behavior, interests, or activities must be present, as evidenced by at least two of the following:
use of stereotyped or repetitive speech, motor movements, or use of objects, excessive adherence
to routines, ritualized verbal or behavior patterns, or excessive resistance to change, fixated,
restricted set of interests of abnormal intensity, or hyper- or hypo-reactivity to sensory input
(APA, 2013; Kauffman, n.d.).
Atypical speech, movements, or play is expressed by the use of formal language,
echolalia or repetition of words or phrases, use of jargon or memorized language, pronoun
reversal or lack of using the pronoun “I,” perseverative language, or making repetitive non-word
vocalizations such as humming. Individuals may repeatedly engage in hand movements such as
clapping or flapping their hands or picking their fingers, or in larger whole body movements
such as spinning. Preoccupations with objects is shown by playing with objects in a
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nonfunctional manner, lining up toys, repetitively opening and closing doors or turning lights on
and off (APA, 2013; Carpenter, 2013).
Adherence to routines, ritualized behaviors, or resistance to change. Another
symptom set within this domain is related to ritualistic behaviors and resistance to change. This
includes adherence to routines and assertion of the need to follow specific components of those
routines in a rigid manner, compulsive behaviors, difficulty dealing with transitions, and
overreaction to small changes in typical daily routines or expectations. Individuals tend to
maintain a rigid level of thinking and are unable to understand humor or nonliteral forms of
language (APA, 2013; Carpenter, 2013).
Restricted, fixated interests. Those who are being considered for an Autism Spectrum
Disorder diagnosis typically have intense, focused interests evidenced by preoccupations with
objects, narrow interests, excessive focus on parts of objects rather than the whole, attachment to
unusual objects, abnormal fears of others, or preoccupation with numbers, letters, or symbols
(APA, 2013; Carpenter, 2013).
Hyper- or hypo-reactivity to sensory input. Individuals may demonstrate a high
tolerance for pain and appear indifferent to heat or cold. Preoccupation with textures is evident,
and is frequently evidenced by dislike of certain textures or aversion to some hygiene activities
such as brushing teeth or cutting nails. There can be some unusual use of visual senses including
examining things from unusual angles, squinting, or extreme interest in movement of objects.
Odd responses to sensory input, abnormal focus on sensory stimuli, or unusual sensory
exploration such as licking or sniffing objects are further indicators of symptomatic behaviors in
this area (APA, 2013; Carpenter, 2013).
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Other symptomology (sensory, SIB, sleep disturbance, etc.). Other symptomatology
that is often evident in individuals with autism both clinically and as reported in the literature
includes unusual responses to sensory input, such as clothing being either too tight or too loose,
or eating problems due to difficulty handling textures of foods. Some individuals with autism
may also exhibit self-injurious behaviors such as excessive picking of the skin, or experience
sleep disorders (Bishop, Richler, & Lord, 2006; Campbell, 2006).
Changes for Autism from DSM-IV to DSM-5
The diagnostic criteria for autism has been modified based on both clinical experiences
and the contemporary literature base as determined by members of a task force which included
representatives from each diagnostic work group as well as key experts in psychiatric treatment
and epidemiology. Changes are in effect with the implementation of the DSM-5. Arguably, one
of the most significant changes is the elimination of the sub-diagnoses of Asperger Syndrome,
Pervasive Developmental Disorder Not Otherwise Specified, Autistic Disorder, and Childhood
Disintegrative Disorder. Researchers found that these discrete diagnoses were applied
inconsistently across treatment centers and diagnosticians, and many researchers and clinicians
believe that an umbrella diagnosis of Autism Spectrum Disorder will actually improve the
diagnostic process without substantially changing the criteria (APA, 2013).
A second change is that diagnostic criteria have been rearranged into two domains rather
than three: social communication/interaction, and restricted and repetitive behaviors. Current or
historical symptoms in both areas are necessary for a diagnosis, and symptoms must be present
from early childhood, even if they are not fully recognized until later in development. This
assists with earlier recognition of Autism Spectrum Disorders while also allowing for later
acknowledgement of the diagnosis in individuals when they are faced with increasing social
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demands and unable to effectively accommodate them. As in the DSM-IV, symptoms must
cause functional impairment (APA, 2013).
The DSM-5 also promotes the use of specifiers, such as “associated with known medical
or genetic condition or environmental factor,” clarification of verbal and cognitive abilities (e.g.
with or without accompanying verbal or intellectual impairment), and severity of symptoms in
the two domains, as a way to further characterize individual differences (APA, 2013).
Despite the evolution of criteria for ASD, the current criteria for the disorder are
reflective of early accounts of autism. Leo Kanner was first to report about Autism in 1943,
followed by Hans Asperger in 1944. Kanner (1943) presented a series of eleven case studies to
describe children who demonstrated a certain set of social, communicative, and behavioral traits.
Although these children differed in regards to the degree of their disturbance, the manifestation of
their symptoms, the family composition, and the developmental course of their disorders, a
pattern of critical common characteristics was evident that were unique from other seemingly
similar, observed disorders such as intellectual disabilities and childhood-onset schizophrenia.
Kanner noted that the exceptional feature of this new syndrome was the children’s inability to
relate themselves in a conventional manner to both people and situations since the early years of
life. However, this incapacity to connect with others seemed to be attributed to a profound
aloneness rather than a withdrawal from previously present interaction. Other noteworthy traits
from Kanner’s sample include delayed acquisition of speech, superior rote memory, a sense of
literality, and a reaction to “intrusions” such as food and noise, as well as good cognitive
potential. Further, there was an overall lack warmth from the parents toward the children, which
was thought to compound their difficulty in forming relationships and which Kanner labeled as
“inborn autistic disturbances of affective contact.”
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Asperger (1944) coined the term “autistic psychopathy” to describe the hostile behaviors
often exhibited by the individuals whom he studied. This certain characteristic of Asperger
disorder has been given little attention but presents some clinical concerns. In particular,
Asperger referred to “autistic acts of malice” that occurred most often within the individual’s
family and that appeared to be calculated. Asperger accounts that these individuals seemed to
behave in ways that were hurtful to others and that they would present as though they were
getting enjoyment out of these acts. Frith (1991), in her translation of Asperger’s work,
suggested that although these individuals may engage in unpleasant behaviors, it is unlikely that
they have malicious intentions. Asperger (1944) also seemed to recognize this difference on
some level, communicating some understanding that any apparent antisocial behavior may have
resulted from a lack of social understanding rather than any underlying cruelty. He importantly
noted that their poor emotional development impaired their ability to understand the extent to
which they hurt others. Further, both disorders can also be associated with a decreased outward
show of emotions and feelings (Jones et al., 2009).
Cognitive Traits of Autism
Empathy. Baron-Cohen and colleagues (1985) initially revealed Theory of Mind deficits
in children with autism, and there are some suggestions that individuals with autism have an
innate impairment in the ability to express emotional empathy as well (Hobson, 1986; Howard et
al., 2000). However, when children with autism are matched for verbal mental age, deficits in
emotional empathy have not been present (Adolphs, Sears, & Piven, 2001; Blair, 2005). Other
studies have suggested that emotional empathy is impaired only when empathy is more complex
and simultaneously cognitive in nature (Baron-Cohen, Spitz, & Cross, 1993; Blair, 2005). The
profile of empathy deficits that is linked with psychopathy seems somewhat different from that
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observed in individuals with autism spectrum disorders (Jones et al., 2010), as Theory of Mind
deficits are typically not observed in this population (Blair, 2005).
Emotional Traits of Autism
Temperament. Emotional processing and facial recognition are integral abilities that
influence the acquisition of social skills (Ekman & Friesen, 1971). Understanding facial
expressions enables awareness of others’ mental states as well as their intentions, and helps to
guide appropriate reciprocal behaviors and responses.
The Ekman-Friesen Pictures of Facial Affect test (Ekman & Friesen, 1976) was used by
Lawrence and colleagues (2015) as a means of systematically examining recognition accuracy
for six basic emotional expressions over the course of childhood and adolescence. This
assessment consists of a series of sixty photographs of men and women that depict happiness,
sadness, fear, surprise, disgust, and anger. They found that six year olds were worse at
identifying expressions of fear and disgust as compared to any other expression; however, they
also showed the greatest linear improvements with age and recognized both fear and disgust as
well as other emotions by sixteen years of age. No developmental trends were identified for the
recognition of sadness and anger; six year olds were as good as sixteen year olds in recognition
of these emotions. (Lawrence et al., 2015).
Impairment in social functioning is considered to be a hallmark symptom of autism
spectrum disorders; however, current research regarding the processing of emotional expressions
in individuals with ASD is inconsistent (Leung, Pang, Cassel, Brian, Smith, & Taylor, 2015).
Facial recognition ability can be impacted by several childhood neurodevelopmental
disorders, including autism spectrum disorders (Taylor et al., 2015). Within the context of
typical development, processing of emotional facial expressions is associated with widespread
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neural activation encompassing the visual, limbic, temporal, temporoparietal, and prefontal
regions, and the implication of different areas is dependent upon the specific emotion (Blair et
al., 1999). The use of fMRI during emotional face processing has demonstrated atypical
activation of brain networks for adults with ASD, including reduced activation in the amygdala
and orbitofrontal areas (Ashwin et al., 2007), as well as increased activity in the left superior
temporal gyrus (Critchley et al., 2000), while showing activation comparable to control
participants in the anterior cingulate and insula regions (Deeley et al., 2007). Children with ASD
have demonstrated reduced activity during emotion-matching tasks but not during emotion
labeling tasks. Altogether, research seems to suggest that neural activity related to emotional
processing is modulated by task demands for individuals with ASD, and this likely underwrites
the discrepancy that is apparent in the literature (Wang et al., 2004).
Research has suggested that dysfunction in the mirror neuron system during the early
stages of development may lead to many of the impairments that are representative of autism
spectrum disorders, particularly deficits in imitation, theory of mind, and social communication
(Dapretto et al., 2005). Studies using various electrophysiological methods (Nishitani,
Avikainen, & Hari, 2004; Oberman, 2005; Theoret, 2005) have suggested that the MNS in adults
with autism spectrum disorders functions abnormally. Based on these results. Dapretto and
colleagues (2005) utilized an event-related fMRI design in order to explore neural activity during
the observation and imitation of emotional facial expressions in a group of ten children with high
functioning autism and ten typically developing children who were matched for age and IQ.
Stimuli included 80 faces depicting anger, fear, happiness, neutrality, or sadness. Images of
brain activity were captured as participants either observed or imitated the presented faces. The
neural network that was activated in typically developing children was similar to that earlier
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observed in adults, suggesting that these children were able to attend to and imitate facial
expressions. Conversely, the children with autism spectrum disorders demonstrated dysfunction
in their mirror neuron system, with activity occurring in a different portion of the brain and
occurring with different strength. Both groups showed reliable activation in brain regions
implicated in facial processing, which suggests that the difference between groups could not be
attributed to the ASD group’s failure to attend to the stimuli.
Researchers next examined the relationship between mirror neuron systems and severity
of social deficit symptoms that are characteristic of ASD, as indicated by the Autism Diagnostic
Observation Schedule (ADOS). Negative correlations were apparent between the orbital portion
of the inferior frontal gyrus and scores on the social subscales of the ADOS. Activity in other
areas of the mirror neuron system was also correlated negatively with severity of symptoms.
Overall, although both groups were able to perform the imitation task, they each did so by using
a different neural strategy. Children with ASD were found to use alternative strategies that
employed increased visual and motor attention without using the processing capacity of the
limbic system. This corresponds to prior research with adults, which suggests that typical
development can permit individuals to read the emotional states of others’ from a mere glance at
their facial expressions, which is an ability that is lacking in individuals with ASD (Dapretto et
al., 2005).
Happiness is the first emotion that can be accurately identified early in development
(Markham & Adams, 1992), and is the only basic emotion that is unquestionably positive.
Research has supported typical facial processing in individuals with ASD; this familiarity may
be a result of greater frequency of encountering this expression (Farran et al., 2011), although the
activation of social reward systems in response to this expression is uncertain (Leung et al.,
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2015). Because individuals with ASD struggle to understand social norms, angry facial
expressions can be difficult to recognize and understand and they have likely encountered
displays of anger without understanding of contextual information which is necessary to adjust
future behaviors (Baron-Cohen et al., 1999). Age effects have been noted in the research, as the
ability to correctly identify angry faces increases with age regardless of diagnosis (Lindner &
Rosen, 2006).
While recognition of emotional facial expressions continues to progress into late
adolescence for typically developing individuals (Batty & Taylor, 2006), few studies have
explored this process in adolescents with ASD (Leung et al., 2015). However, it is known that
adults with ASD tend to continue to experience difficulties in emotional processing, especially
when expression of an emotion is brief or subtle (Begeer at al., 2006). Similarly to typically
developing peers, recognition of emotional facial expressions improves with age; however,
ability often plateaus at a level that remains lower. Further, individuals with ASD often develop
compensatory strategies to improve their performance, which can be associated with atypical
brain activations within the mirror neuron system (Leung et al, 2015).
Leung and colleagues (2015) explored neural activation of implicit processing of
emotional facial expressions by examining response latency to emotional happy, angry, and
neutral faces as well as patterns in activation in the frontal, limbic, and temporal areas of the
brain among a group of 24 adolescents with ASD. Results showed that adolescents with ASD
identified angry expressions with significantly lower accuracy than controls, with no significant
differences in response latency. This lack of discrepancy between groups in regards to response
latency suggests that social difficulties experienced by individuals with ASD may be attributed
to misinterpretation of expressions rather than increased perceived difficulty.
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In terms of brain activation, abnormal activity was exhibited in the ACC and
orbitofrontal cortex. Specifically, reduced left ACC activity was apparent for angry faces and
early right ACC activation for happy faces. This consistent difference in ACC activation is
congruent with the idea that individuals with ASD process angry faces in a less developed way
as compared to typically developing peers. Under-activation in the orbitofrontal area in response
to angry faces was also apparent for adolescents with ASD. This area has been implicated in
social inhibition and behavior mediation (Blair et al., 1999), as well as the ability to infer others’
emotional states (Baron-Cohen et al., 1999). This suggests that the difficulty in reacting
aversively to angry faces could contribute to overall social impairments that are evident in
individuals with ASD, and supports the notion that more resources and contextual information
are necessary in order to respond appropriately to anger. In sum, results suggest that
impairments in facial processing, combined with possible deficits in deriving reward and
punishment from facial expressions, may play a part in emotional expression processing for
adolescents with ASD (Leung et al., 2015).
Deficits in empathic behavior have been shown to occur as early as 20 months of age in
children with ASD (Hadjikhani, 2007). One contributing factor to this deficit may be related to
imitation and resonance behaviors. Imitation is considered to play an essential role in the
development of the understanding of others, as it requires an individual to interpret another
perspective and then adopt it as one’s own. Further, symbolic thought and language both
develop from this fundamental skill (Piaget, 1952), which also contribute to the ability to relate
to others. Imitation and resonance behaviors are present in newborns as young as 36 hours,
which is evidenced by their innate ability to imitate facial gestures through proprioception (Field,
Woodson, Greenberg, & Cohen, 1982).
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Even though many studies of mirror neuron dysfunction have been conducted with
individuals with high functioning autism or Asperger syndrome, results point to a range of
approaches to treatment. Regardless of level of functioning, repeated training and practice can
help to modify both the structure and the function of the brain. It is possible that an intervention
such as training imitative skills may not only help to increase gray matter and improve imitative
skills, but also may serve to enhance a multitude of socio-cognitive aspects of functioning for
individuals with autism (Hadjikhani, 2007).
Narcissism. Individuals with autism may appear as though they are narcissistic,
particularly due to their seeming self-centeredness and engrossment in (and perseveration on) a
narrow range of interests and activities. Body language can seem constricted and artificial, and
they may lack interest in others. All of these types of presentations can severely hamper the
individual’s social relationships. However, the appearance of narcissistic traits is due to the
deficits that are symptomatic of autism spectrum disorders. While the narcissist’s social
dysfunction is due to a reluctance to build relationships with others who may be deemed
“unworthy,” the individual with autism’s struggle is due to an inability to maintain reciprocal
social relationships (Vaknin, n.d.).
Trait Overlap Between ASD and Psychopathy
At the behavioral level, both psychopathy and autism spectrum disorders are linked to
social impairments and a diminished capacity to outwardly express emotions. While available
research suggests the presence of trait overlap between psychopathic tendencies and autism
traits, closer examination of behavioral profiles and cognitive-affective deficits actually indicates
a level of separation between these disorders. Currently, minimal research exists examining the
extent to which the symptoms of psychopathy and autism are of shared influence. Jones and
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colleagues (2009) were the first to examine the phenotypic association between traits of these
disorders. Using data from the Twins Early Development Study over a nine year period, they
examined psychopathic tendencies using the Antisocial Process Screening Device (APSD; Frick
& Hare, 2001) and autistic traits using the Childhood Asperger Syndrome Test (CAST; Scott,
Baron-Cohen, Bolton, & Brayne, 2002). Emotion attribution of the sample was assessed using
25 short vignettes that were adapted from previous literature and presented via a phone
interview. Each vignette provided a description of an emotional situation and participants were
asked to identify the feeling of the main character in the story. The stories specifically targeted
happiness, sadness, fear, anger, sympathy, embarrassment, and guilt. Results indicated
substantial individual heritability of traits of both psychopathy and autism, which was consistent
with previous data. As predicted, there was a moderate positive phenotypic association between
the disorders; however, psychopathic tendencies showed considerable genetic independence and
most individual differences accounted for by genetic independence were unique to psychopathy.
There was significant overlap in shared environmental influences, indicating that the shared
environmental influences that increase risk for development of characteristics of psychopathy
can also count for expression of characteristics of autism. This does not necessarily mean that
family dynamics are an influence; rather, it could point to prenatal factors that are powerful in
the process of neurological development. All environmental contributors that were not shared
were shown to be specific to psychopathy rather than autism. This may be indicative of the
influence of parenting, peers, and prenatal risk factors that are more explicitly related to the
appearance of psychopathic traits. Traits of both disorders also showed a negative phenotypic
association with emotion attribution and the authors noted that emotion attribution abilities did
not appear to be a strong measure for understanding traits of either disorder (Jones et al., 2009).
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Rogers et al. (2006) also explored the extent to which traits of ASD and psychopathy
overlap. Specifically, the researchers examined whether psychopathy is simply an expression of
core deficits of ASD, and whether there are cognitive differences between individuals with ASD
who do and who do not present with callous and unemotional traits. Participants were comprised
of 28 boys who were diagnosed with either Asperger’s (n = 25) or high-functioning autism (n =
3) and who were residents of a school for children with ASD who had been excluded from
schools due to violent or externalizing behaviors. ASD symptomatology was assessed via the
Social Communication Questionnaire, and psychopathic tendencies via the Antisocial Process
Screening Device. The Social Situations task was used to assess the participants’ ability to
process the level of appropriateness of behaviors in various social contexts. Executive
functioning, specifically response inhibition and flexibility in response strategies, were measured
using the Go/No-Go task and the Intra-Dimensional/Extra-Dimensional Shift Task, respectively.
The Moral-Conventional distinction task was utilized to assess moral-conventional
transgressions. Lastly, the Emotion Multimorph task was used to identify recognition of facial
emotions. Results suggested that psychopathy and ASD did not appear to occur as part of the
same construct. Callous and unemotional traits and ASD traits were correlated at an extremely
low level, and the groups did not differ on either mentalizing or executive function tests. Any
psychopathic traits in this sample were not explained by autism severity nor were they related to
fundamental mentalizing or executive functioning deficits of ASD (Rogers et al., 2006).
Some research suggests that individuals with autism do actually demonstrate an aversion
to others’ distress (Sigman, Dissanayake, Corona, & Espinosa, 2003), and do not score lower on
measures of affective empathy, although they do obtain lower cognitive empathy scores (Rogers,
Dziobek, Hassenstab, Wolf, & Convit, 2007).
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An inability to recognize the emotional states of others, coupled with executive
dysfunction, may indicate a set of risk factors for aggressive behavior in individuals with ASD
(Silva, Leong, & Ferrari, 2004; Hill, 2004). These individuals often fail to respond to distress
cues in others and have problems understanding others’ intentions. When they do recognize
others’ emotions, they often do have the ability to respond accordingly (Blair, 1999; Sigman et
al., 2003). Further, they demonstrate a capacity to distinguish between moral and conventional
transgressions, which involves some level of understanding of others’ suffering. Individuals
with psychopathic characteristics, in contrast, cannot make these distinctions (Blair, 2005;
Rogers, Viding, Blair, Frith, & Happe, 2006). The presenting problem for individuals with
autism, then, may not be a lack of concern about others’ feelings, but rather a delay in
acknowledging others’ feelings that is dependent upon how clearly contextual information is
presented.
Symptoms of autism are by nature reflective of a difficulty in understanding the
perspective of others, which may indicate a subsequent reaction that can seem cold and uncaring.
However, if information is presented in a way that enables individuals with autism to better
understand the situation and identify others’ point of view, then they are able to show concern in
a way that is quite similar to more typically developing peers (Jones et al., 2010). Data suggests,
then, that while psychopathy and autism are both associated with similar social and emotional
complications, the resulting behaviors and cognitive-affective empathy deficits may be quite
distinct (Jones et al., 2010).
ASD, CU Traits, and Juvenile Justice Involvement
In recent years, media reports have contributed to public perception of a causal link
between autism and violent behaviors. However, neither accrued case experiences nor research
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supports such a direct association. Risk for violence is complex, and cannot be accounted for by
any one diagnosis or symptom set. It is important instead to consider the ways in which certain
features of autism may interact with other risk factors for violence (White & Kienlen, 2015).
Most individuals with autism display neither violent nor criminal behavior, and there is some
disagreement about their degree of representation in the criminal justice system (Maras,
Mulcahy, & Crane, 2015; Lerner, Hague, Northrup, Lawer, & Bursztain, 2012). Actually, the
little research that exists in this area presents conflicting information, with some studies
supporting the notion that individuals with ASD are less likely to commit such offenses as
probation violations and property crimes (Cheely, Carpenter, Letourneau, Nicholas, Charles, &
King., 2012; Kumagami & Matsuura, 2009), and others reporting no difference in violent crime
rates between individuals with autism and the general population (Woodbury-Smith, Clare,
Holland, & Kearns, 2006), while still others report increased likelihood of engagement in certain
types of offenses such as arson (Hare, Gould, Mills, & Wing, 1999), sexual offenses (Cheely et
al., 2012; Kumagami & Matsuura, 2009), and assault (Cheely et al., 2012). It is important to
note that these studies are often fraught with methodological problems, and most studies rely on
information from small samples that are not representative of the general population, do not
include comparison groups, or employ inconsistent methods for diagnosis of ASD (Maras,
Mulcahy, & Crane, 2015).
Regardless of whether or not a criminal offense is committed, individuals with autism are
projected to have up to seven times more contact with law enforcement over the course of their
lifetime than their non-autistic peers (Ghose, 2006). While crime rates have fallen nationally, the
rate of crime among juveniles with autism has more than doubled. In 2005, juveniles with
autism were charged with 440 total offenses in Pennsylvania alone, and this number increased to
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approximately 2,433 in 2011. Typical charges at that time included property offenses (717),
person charges including simple assault, harassment, disorderly conduct involving harm, and
resisting arrest (531), non-specified crimes such as non-payment of fines, driving offenses, and
loitering (332), sexual offenses (281), non-person contact such as stalking and terroristic threats
(263), violent crime (135), weapons (91), and drug offenses (84; Shea, 2014).
When individuals with autism do engage in criminal behavior, there is a likely
contribution of a complex combination of both internal and external risk factors; this could be
expected to be the case for any offender (Maras, Mulcahy, & Crane, 2015). For example, when
individuals with autism do commit crimes, it is possible that a co-morbid psychiatric condition
such as mood disorders, psychosis, personality disorders, and obsessive disorders is present
(Wachtel & Shorter, 2013). Research has consistently suggested that individuals with ASD
demonstrate an increased risk of developing psychiatric disorders when compared to the general
population, with as many as 70% meeting criteria for an additional mental health disorder (The
Center for Autism and Related Disabilities, n.d.).
In addition to psychiatric comorbidity, the general difficulties that are associated with the
disorder must be considered. Lerner, Hague, Northrup, Lawer, & Bursztajn (2012) posit that
individuals with high-functioning autism have three particular deficits that may contribute to
criminal behavior. First, theory of mind difficulties may contribute to individuals with ASD
becoming confused and overwhelmed by social information that they are unable to successfully
process, and they may not comprehend the impact of their actions on others’ emotions. This is
especially true when the individual with ASD is under duress, which can further complicated
their already impaired perspective-taking ability. Second, individuals with ASD struggle to
regulate feelings, and their difficulty with inhibiting expression of strong emotions may be
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exhibited through poor impulse control, aggression, and negative social interactions. Lastly,
compromised moral reasoning abilities may prevent individuals with ASD from being able to
evaluate their and others’ actions, resulting in difficulty both understanding and predicting
others’ behaviors, beliefs, and intentions. Oftentimes, when individuals with ASD are
overstimulated and poorly emotionally regulated, caregivers, family members, or teachers may
be more at risk than a random individual of becoming the target of reactive aggression.
Other possible theoretical reasons as to why individuals with ASD engage in offending
behavior include being obsessional in pursuit of their identified areas of interest, rigid adherence
to rules, and vulnerability for exploitation due to their poor understanding of social relationships
(Allen, Evans, Hider, Hawkins, Peckett, & Morgan, 2007). To this point, an examination of
predisposing factors among individuals with ASD who committed offenses found high rates of
physical abuse, neglect, and other adverse childhood experiences as compared to individuals
with ASD who had not offended (Kawakami, Ohnishi, Sugiyama, Somekl, Nakamura, & Tsujii,
2012); Kumagami & Matsuura, 2009). A study comparing childhood adversities between
individuals with high functioning ASD with and without criminal histories found that those who
had a history of criminal behavior experienced significantly more adverse events in childhood,
such as parental mental illness, substance abuse, family violence, physical or sexual abuse, and
neglect. Incidents of parental death, divorce, life-threatening childhood illness, and extreme
economic adversity were also apparent (Kawakami et al., 2012). These proximal and distal risk
factors can be further exacerbated by complications in developmental stages, such as emerging
sexuality.
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Sexuality
Sexual development during adolescence may be complicated for individuals with autism
due to the primary deficits of the disorder. Further, they often lack the social behaviors and
experiences that are present for typically developing adolescents as they undergo puberty
(Sevlever, Roth, & Gillis, 2013). It is suggested that the lack of empathy and social deficits that
are apparent with autism may influence some individuals to act out aggressively or sexually
toward others (Ray & Marks, 2004; Sevlever et al., 2013). Some evidence does exist to suggest
this type of behavior; however, research is quite limited and so even an estimated prevalence of
sexually offending behavior is unknown. Much of the existing literature is comprised of case
studies and focuses on Asperger’s syndrome specifically (Sevlever et al., 2013). Murrie and
Warren (2002) suggest that the lack of victim empathy that is apparent within these case studies
is indicative of symptoms of autism; however, it is noted that typically developing adolescents
who sexually offend also fail to show empathy toward their victims (Varker & Devilly, 2008).
“Interpersonal naiveté” is recognized as another contributing factor to involvement in the justice
system in many reported case studies. This suggests that individuals may lack sexual awareness,
fail to understand inappropriate relationships, or experience sexual frustration or preoccupations,
all of which are likely to contribute to sexually offending behavior (Murrie et al., 2002).
Because intimate relationships are likely to be limited, individuals with autism may not have the
opportunity to express their sexuality in a similar manner to their typically developing peers.
This claim is supported by some research that indicates high levels of sexual frustration in this
population (Murrie et al., 2002) and the level of interest of individuals with autism in sexual
activities (Sullivan & Caterino, 2008; Koller, 2000).
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Sevlever and colleagues (2013) highlight some similarities between sexual offenders with
autism and intellectually disabled sexual offenders, citing the large proportion of the ASD
population with co-occuring intellectual disability and the ease of interaction with younger
children due to poor social skills. Research suggests a higher prevalence of sexual offending
among individuals with intellectual disability, in part due to relationships that may be established
with younger children who may serve as easier targets (Kalyva, 2010). However, this claim has
not yet been validated.
At times, individuals with ASD are placed in psychiatric treatment facilities due to their
inappropriate sexual behaviors (Haskins & Silva, 2006; Sutton et al., 2013). There are several
important points to consider in regards to the increased susceptibility for individuals with ASD to
exhibit undesirable sexual behaviors. Of note, children with often ASD experience physical
development that occurs at the same rate as that of their typically developing peers. This
includes the experience of sexual drives and urges (Torisky & Torisky, 1985; Stokes & Kaur,
2005; Sutton et al., 2013). However, the difficulties that individuals with ASD experience,
especially related to learning and recognizing social cues, communication difficulties, and theory
of mind deficits, may considerably hinder their acquisition of sexual knowledge and
development (Price, 2003; Sutton et al., 2013). Their knowledge development, then, lags behind
their physical development. Further, individuals with ASD often demonstrate poor emotion
regulation skills, which may result in coping with sexual interests and arousal in improper ways
(Sutton et al., 2013). This combination of an inability to effectively regulate emotions and
arousal, along with general difficulties with social interactions, may ultimately result in
inappropriate sexual behaviors and relationships (Bolton, 2006; Sutton et al., 2013).
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Other types of inappropriate sexual behaviors expressed by adolescents and adults with
ASD have been documented in case studies and include kissing strangers (Clements &
Zarowska, 2000), lack of respect for personal space for individuals with whom they have become
infatuated (Katz & Zemishlany, 2006), masturbating with unusual objects (Ruble & Dalrymple,
1993), and acts of sexual violence (Fujikawa, Umeshita, & Mutura, 2002). According to Ruble &
Dalrymple (1993), the most common sexual concern of caregivers of individuals with ASD was
touching their genitalia in public.
Sutton and colleagues (2013) hypothesized that some individuals who were adjudicated
for sexual offenses may meet diagnostic criteria for ASD. They assessed 37 adolescents who
were sentenced to a standardized adolescent sexual offender treatment program in a secure state
facility. The treatment program was based on Balanced and Restorative Justice (BARJ)
principles and promoted self-disclosure and accepting responsibility for the behavior for which
they were convicted. Group and individual therapy was provided as part of the treatment
protocol, along with peer interactions regarding the inappropriateness of the offense. The
assessment battery was comprised of a comprehensive Enhanced Mental Health Status Clinical
Evaluation Interview (an unpublished measure used at the facility), the Asperger’s Syndrome
Diagnostic Scale (ASDS; Myles, Bock, & Simpson, 2001), and either the Wechsler Intelligence
Scale for Children – Fourth Edition (WISC-IV; Wechsler, 2004) or the Wechsler Adult
Intelligence Scale – Third Edition (WAIS-III; Wechsler, 1997), depending on the participant’s
age. A comprehensive evaluation was conducted for each participant, including interviews with
the participant, parents (when available), and facility staff as appropriate, along with review of
collateral data including court reports and any available previous psychological, school, and
physical evaluations.
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Data from the Enhanced Mental Status Clinical Interview, which included questions
related to ASD, other psychiatric disorders, and criminal justice contact, indicated that 22 of the
37 participants (60%) met diagnostic criteria for ASD, according to DSM-IV-TR criteria. Two
additional participants presented with some symptoms of ASD but simultaneously exhibited
some behaviors that were inconsistent with that diagnosis, such as the ability to maintain some
social relationships over time.
These results are consistent with other research (Scragg and Shah, 1994; Vermeiren,
2006) and lend support to the notion that individuals with ASD are adjudicated for sexual
offenses and placed in secure facilities. This subsequently highlights several potential problem
areas. First, secure facilities generally only conduct brief screenings for cognitive and
psychiatric problems upon admission, and specialized assessments are not completed unless the
individual exhibits obvious symptoms of a particular disorder. The lack of screening for
conditions such as developmental disorders is further impacted by an absence of training in this
area for treatment staff at these types of facilities, which can result in the presence of ASD traits
going unnoticed. Second, individuals with ASD are unlikely to demonstrate successful
participation in juvenile justice treatment programs due to their unique set of symptoms and
treatment needs. For example, their social needs can interfere with their perceptions of peers and
they may mimic criminally oriented behavior in order to feel accepted by peers who are also in
the treatment program. Third, many individuals with ASD in this study demonstrated a distorted
understanding of their behavior, as well as poor problem-solving skills. While they showed an
ability to learn new coping strategies, they often struggled to apply these skills in the moment. It
is also important to note that the BARJ model used at this facility (and many other juvenile
justice facilities) solidly relies on group discussions as a means of gaining insight into behaviors
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and victims’ feelings, which does not correspond to a useful way to deliver instruction to
individuals with ASD (Sutton et al., 2013).
The inclination to engage in private sexual behaviors while in public settings is often
considered to be another contributor to sexually offending in individuals with autism. Behaviors
such as masturbation or public indecent exposure may result from a failure to discriminate
between public and private behavior, but regardless of the reason may still lead to criminal
charges. It is possible that these kinds of behaviors may even be the result of exploitation, with
the individual with autism exhibiting sexualized behaviors in public without any awareness of its
impropriety (Kalyva, 2010). Sexual offenses can be purported to occur, then, due to a lack of
social understanding rather than a lack of empathy (Sevlever et al., 2013). It is important to note
that more empirical evidence is needed regarding each of these factors, and comparisons need to
be made across offenders and non-offenders with and without autism.
Callous and unemotional traits are a recurrent element in many adult sex offender profiles
(Lawing & Frick, 2010). These individuals tend to engage in more severe sexual acts (Greenall
& West, 2007), have more victims (Vess, Murphy, & Arkowitz, 2004) and be more predatory in
their offenses (Vess et al., 2004). Among adolescent sex offenders, Langstrom, Grann, and
Lindblad (2000) discovered that those with psychopathic traits had the most serious offense
history and were the most planful in sexual attacks. Further, they have been reported to have
higher rates of recidivism (Langstrom & Grann, 2000). Lawing and Frick (2010) compared
adolescent sex offenders who were high and low on callous and unemotional traits in relation to
severity of sexual offending and victim characteristics in an attempt to differentiate a subgroup
of offenders. They discovered clear differences between groups, with offenders high on CU
traits having more victims, using more severe violence during the offense, and being more

57

planful of offenses. These results highlight the importance of early identification of CU traits in
sexual offenders in order to provide intensive interventions that can help to curb these behavioral
patterns. Callous and unemotional traits by definition are associated with an inclination to harm
others, and thus can be helpful in predicting violence in sexual offending. However, sexual
offending among individuals with low CU traits is more likely reflective of maladaptive
sexualization (Knight & Guay, 2006; White, Frick, & Cruise, 2009).
While some of the behavioral presentations of individuals with autism and with CU traits
may be similar, the underlying deficits are quite different and can lead to potential
misunderstandings. The probability of an individual with autism engaging in an illegal act can
be exacerbated by symptom set (e.g., theory of mind deficits and obsessive interests), life
experiences (e.g., social isolation with limited access to advice) or co-occurring psychiatric
symptoms (Newman & Ghaziuddin, 2008). While the behaviors of an individual who exhibits
many obvious symptoms of autism and overall lower level of functioning may be more likely to
be interpreted as part of his or her disability rather than as criminal in nature, actions of those
who present as higher functioning can be mistaken as antisocial and suggestive of a serious legal
violation.
Understanding these differences is important because the motivating factors that lead to
criminal activity are usually markedly different for individuals with autism as compared with
other offenders (Mayes & Koegel, 2003). As a result, individuals with autism may find
themselves having legal contact without an understanding that they have violated a law. Many of
their presented behaviors that seem disruptive and inappropriate (e.g., physical outbursts,
stalking, and unwanted sexual advances) may in reality be manifestations of the social deficits
that are a trademark of autism (Debbaudt, n.d.). It is suspected that juvenile justice systems may
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either not consider the possibility of autism spectrum disorders or mistakenly label these
individuals as callous and unemotional. Common symptoms of autism and potential
misinterpretations by legal professionals are listed in Table 2.3.
Table 2.3
Common ASD deficits and potential misinterpretations by legal professionals
ASD Deficit

Potential Misinterpretation

talks in a monotone or sing-song voice

making fun of the question

echolalia

failing to take the question seriously

perseveration

failing to take the interaction seriously

giving unrelated answers to questions

not listening

mimicking others speech

back-talking

incongruence between words and facial

attempting to hide information

expressions
lack of response to pointing

lying

inability to understand jokes, sarcasm,

being stubborn

teasing, or metaphors
inability to comprehend and respond to

noncompliance

multiple prompts
poor eye contact

attempting to hide information

inappropriate laughing

drug or alcohol use

flat or inappropriate facial expressions

uncaring or hostile demeanor

lack of fear to situations

planful, predatory actions

lack of empathy

callous and unemotional

inappropriate touching or sniffing

aggressiveness

unusual reactions to sounds, smells, tastes, or

drug or alcohol use

touch
inability to tolerate environmental stimuli

non-compliance

self-stimulatory behaviors

drug or alcohol use
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Summary
Clearly, there is a lack of definitive research comparing individuals with autism spectrum
disorders with individuals who express callous and unemotional traits. The purpose of the
current study was to develop profiles of typical deficits for each group so that the manifestation
of behaviors, when similar, can be differentiated and understood. Neither alternative education
programs nor juvenile justice programs conduct screening for autism spectrum disorders, so its
presence is rarely, if ever, expected. It is imperative to understand the influence of both CU
traits and autism spectrum disorders on behavior in order to better clarify how each group of
individuals is treated and proceeds through alternative education or juvenile justice systems, as
well as to recognize how interventions that already exist for addressing CU traits can be
modified to better apply to individuals with autism. The purpose of this study was to evaluate
for symptoms of autism spectrum disorder and presence of callous and unemotional traits in
adolescents housed in a residential program treating sexual offenses, and to explore whether the
instruments that are commonly used to assess for these symptoms and traits were effective at
identifying core characteristics in a sample of adjudicated youth.
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CHAPTER III
METHODOLOGY
The purpose of this study was to evaluate for symptoms of autism spectrum disorder and
presence of callous and unemotional traits in adolescents housed in a residential program treating
sexual offenses. Instruments that are commonly used to assess for these symptoms and traits
were administered to determine which effectively identified these characteristics in a sample of
adjudicated youth. This research was conducted through Adelphoi Village, an organization
which delivers services to adolescents who are in treatment for sexual offenses. Below is a
description of Adelphoi Village and the participants in the study, including procedures for
recruitment of participants, administration of measures, and data collection. Psychometric
properties of the measures used, along with research methodology and data analyses, are
reviewed.
Setting
Adelphoi Village is a non-profit organization that provides a continuum of communitybased services to youth with delinquent, dependent, and mental health needs throughout
Pennsylvania, West Virginia, and Delaware. Services range from parent mentoring and
multisystemic therapy to foster care and adoption. For the purposes of this study, only youth
who reside in the residential sex offender treatment program for having been adjudicated based
on a sexual assault charge, indicated as the perpetrator in a sexual abuse investigation, or having
admitted to a sexual offense were examined. There are a total of six residential sex offender
programs across three counties in Pennsylvania. The residential sex offender program houses
males ages 12 to 18 within a staff-secure environment and provision of 24-hour, 7 day a week
supervision. Residents receive individualized treatment in one-on-one or group settings, and
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focuses on helping the youth with past sexual victimization, family dynamics, and other problem
areas as identified. The goal of the treatment program is to assist residents in identifying patterns
of offending, developing safeguards for sexual behavior, and establishing a relapse prevention
plan.
Prior to admission to the facility, the agency that is recommending placement must
provide a copy of all related records and a court order indicating treatment need. The individual
may also be interviewed to assess appropriateness of the placement. This is followed by a
comprehensive assessment of deviant sexual interest, cognitive distortions, and risk for future
offense. Some typically used tools include polygraph testing, post-traumatic stress assessments,
strength-based assessments, and assessments related to sexual adjustment, risk, and interest. The
Balanced and Restorative Justice philosophy is fully integrated into the treatment program in
order to provide equal attention to offender, victim, and community needs. Typical treatment
interventions include reality therapy, contingency contracting, aggression replacement training,
motivational interviewing, values clarification, and sanctuary model assessment. Each resident
also participates in specialized counseling for sex offending, which focuses on accepting
responsibility for the offense, demonstrating understanding of the offense cycle, developing
victim empathy, recognizing high-risk situations, reducing deviant arousal patterns, and
developing effective coping strategies. Parallel services may include a home study of the family,
family counseling, parent visitation, and apology sessions with victims. Each resident is
responsible for maintaining a portfolio with the purpose of documenting progress and
achievements during the treatment program.
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Participants
The participants were recruited through placement in the residential sex offender
treatment program at Adelphoi Village, and thus were adjudicated delinquent and remanded by
Juvenile Court into an Adolescent Sexual Offenders Program. Parents and/or guardians of all
adolescents across each of these residential programs were contacted by program staff and
provided with a brief explanation of the research study. They were asked if they would like to
receive more information about the study, and parental consent forms were mailed to those who
indicated interest. In total, 34 parents or guardians expressed interest in receiving more
information about the study and seven returning consent forms. This is representative of a two
percent response rate.
There were seven male participants (four African American, three Caucasian) ranging in
age from 14 to 19 and in grades 8 through 12 who took part in the study.
Measures
Antisocial Process Screening Device (APSD; Frick & Hare, 2001). The
APSD is a 20-item behavior rating scale with each item scored either 0 (Not at all true), 1
(Sometimes true), or 2 (Definitely true). It was adapted from Hare’s Psychopathy ChecklistRevised (Hare, 1991) in order to measure traits of psychopathy in youth populations. A factor
analysis revealed the APSD included three dimensions: a 7-item Narcissism dimension, a 5-item
Impulsivity dimension, and a 6-item Callous-Unemotional dimension across clinical and
community populations (Frick, Bodin, & Barry, 2000). There is still no standard cut-off score
recommended for the APSD which would allow for categorical comparisons of psychopathic
traits and classification of participants into rating high and low. However, some researchers use
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a cut-off score of 20, while others use a cut-off score of 25 (Perenc & Radochonski, 2014). In
this study the cut-off score of 25 was used to designate high intensity of psychopathic traits.
There is considerable support for the validity of the APSD for designating a distinct
subgroup of antisocial youth with more severe and aggressive behavior than typical peers and
who show characteristics similar to adults with psychopathy (Frick et al., 2003; Frick et al.,
1999). Although the published version of the APSD was designed to be completed by parents
and teachers, the current study will utilize the more recently developed self-report version, which
is commonly used in research (Kamphaus & Frick, 2001). Although there is less data on the
self-report version of the APSD in comparison to the teacher and parent versions, it is comprised
of the same three factor structure (Vitacco, Rogers, & Neumann, 2003), and has been shown to
characterize a more severe, chronic, and violent juvenile offender (Caputo, et al., 1999; Kruh,
Frick, & Clements 2005), with deficits in emotional functioning (Kimonis et al., 2004; Loney et
al., 2003) and an insensitivity to punishment in social situations (Pardini et al., 2003). Research
suggests that the validity of self-report increases from childhood to adolescence when assessing
most types of psychopathology, while the validity of parent and teacher ratings decreases
(Kamphus & Frick, 1996). Thus, the self-report version will be appropriate for use in the
proposed study.
Internal consistency values for the self-report version of the total APSD are reported at
.78 - .81, which is comparable to the parent reports (.85 - .89; Munoz & Frick, 2006). The
Coefficient alphas for the subscales of the self-report APSD are reported in the modest range,
from .50 to .68; whereas the internal consistency of the parent report was in the modest range:
callous-unemotional = .72-.76, narcissism = .79 - .82, and impulsivity = .65-.75 (Munoz &
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Frick, 2006). Predictive utility has also been investigated for the APSD self-report and future
antisocial behavior. Researchers found that both the parent and self-report versions of the APSD
predicted antisocial behavior two years later (Munoz & Frick, 2006). However, for both
versions, the least predictive scale was the callous-unemotional scale (Munoz & Frick, 2006).
Inventory of Callous Unemotional Traits (ICU; Frick, 2003). The ICU was based on
the six-item CU scale of the APSD and was developed to further refine assessment for callous
and unemotional traits, specifically to overcome some of the psychometric limitations of the CU
subscale of the APSD. Three positively (e.g., “Easily admits to being wrong”) and three
negatively (e.g., “Shows no remorse when he/she has done something wrong”) items were
created based on each of the APSD items to form a 24-item scale. The rating scale was
expanded to a 4-point Likert scale ranging from 0 (not at all true) to 3 (definitely true). Reverse
scoring was required for each of the twelve positively worded items (items 1, 3, 5, 8, 13, 14, 15,
16, 17, 19, 23, 24) in order to calculate the total score. Parent, teacher, and self-report versions
of this scale are available; however, only the self-report was utilized in the current study. A
cutoff score of 30 is used as the most stringent indicator of presence of high levels of callousunemotional traits, which is comparable to the cutoff score used for the Psychopathy ChecklistRevised in adults (Kimonis, Fanti, & Singh, 2014).
The ICU has been utilized a great deal in research to investigate a range of issues
associated with CU traits, including the degree of overlap between conduct disorder and CU
traits (Kumsta, Sonuga-Barke, & Rutter, 2013), associations between CU traits and sexual
offending (Lawing et al., 2010), and the role of CU traits in the prediction of community-based
violence (Kimonis, Ray, Branch, & Cauffman, 2011), among other concerns. Research that has
examined the construct validity of the ICU has supported a stable factor structure across diverse
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samples of adolescents. Studies using populations of both American and European adjudicated
and community samples have consistently indicated presence of the Uncaring, Callousness, and
Unemotional elements of psychopathy (Essau et al., 2006; Kimonis et al., 2008; Pihet, Etter,
Schmid, & Kimonis, 2015), and this structure was also supported among samples of college
students (Kimonis et al., 2013). An exploratory five-factor structure, consisting of Lack of
Conscience, Uncaring, Unemotional, Callousness, and Lack of Empathy, has been proposed in a
study of clinical and non-clinical offending and non-offending Dutch adolescents, after finding
the three-factor structure to be a poor fit (Feilhauer, Cima, & Arntz, 2012).
The ICU has been found to be positively correlated with other self-report measures of
psychopathy, including the Psychopathy Personality Inventory-Revised (PPI-R; Lilienfeld &
Widows, 2005), the Levenson Self-Report Psychopathy Scale (LSRP, 1995), and the Self-Report
Psychopathy Scale (SRP-III; Neumann, Schmitt, Carter, Embley, & Hare, 2012). Total and
subscale scores have also revealed significant and distinct associations with external conditions,
such as substance use, criminal charges, depression, impaired work functioning, and problems
with attention and focus (Byrd, Kahn, & Pardini, 2013). Internal consistency values for the selfreport version of the ICU have been satisfactory, with Total score coefficients ranging between
.71 to .83 (Kimonis et al., 2008; Kimonis, Branch, Hagman, Graham, & Miller, 2013; Munoz,
Qualter, & Padgett, 2011; Essau, Sasagawa, & Frick, 2006). Internal consistency for each factor
has been equally acceptable, with the exception of the Unemotional subscale (Callousness = .70
to .80; Uncaring = .73-.84; Unemotional = .51 to .73; Kimonis et al., 2008, Munoz et al., 2011;
Essau et al., 2006). The ICU has also demonstrated moderate to good test-retest reliability
(Feilhauer et al., 2012).
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Childhood Autism Rating Scale – 2nd Edition – High Functioning Version (CARS-2HF; Schopler, Van Bourgondien, Wellman, & Love, 2010). The CARS-2-HF was developed for
children who have been flagged as exhibiting signs of ASD on universal screening measures and
is intended to assess for ASD symptoms in children older than age 2. The CARS-2-HF includes
a direct observation form by which the frequency, intensity, and duration of behaviors are
assessed in 15 broad categories including Relating to People, Imitation, Emotional Response,
Body Use, Object Use, Adaptation to Change, Visual Response, Listening Response, Taste,
Smell, and Touch Response and Use, Fear or Nervousness, Verbal Communication, Nonverbal
Communication, Activity Level, Level and Consistency of Intellectual Response, and General
Impressions. Individuals are rated on the following scale, according to the direct observation: 1
(normal), 2 (mildly abnormal), 3 (moderately abnormal), and 4 (severely abnormal). Half-point
ratings (1.5, 2.5, or 3.5) can also be indicated for each category. The CARS-2-HF provides a
total raw score from each of the 15 items which are further characterized into groups based on
severity of symptoms. This scale includes items that are more receptive to individuals whose
functioning lies on the higher end of the spectrum (e.g., higher average IQ scores, more subtle
social skills deficits), and resultantly helps to distinguish where individuals may fall on the
spectrum in terms of functional capabilities. Scores of 15-27.5 indicate Minimal to No
Symptoms and fall into the 19th percentile or lower; scores of 28-33.5 points suggest Mild to
Moderate Symptoms and fall into the 21st to 50th percentile; scores of 34 or higher signify Severe
Symptoms and are equivalent to a percentile rank of 54 percent or higher (Schopler et al., 2010).
Test-retest reliability for the CARS-2-HF is 0.88, based on cases that were assessed one
year apart. Reliability decreases to 0.64 from the second to third retest, which may be reflective
of gains in developmental functioning over time (Schoppler et al., 2010). Measures of internal
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consistency indicate a Cronbach’s coefficient alpha of 0.94, and interrater reliability is 0.71.
When compared to diagnoses of autism that are made by clinicians, diagnoses as determined by
the CARS-2-HF are correlated at r = 0.80. Agreement between parent interviews and direct
observations occurs at r = 0.83 (Schopler et al., 2010).
Ekman 60 Faces Test (Ekman & Friesen, 1976). The Ekman 60 Faces Test utilizes a
range of photographs from the Pictures of Facial Affect series. This series of photographs has
been empirically validated and is the most widely used set of photographs in facial expression
research, and is used to assess recognition of facial expressions that correspond with basic
emotions. The full picture set is comprised of black and white photographs of the faces of 10
models (six females and four males) that represent sadness, happiness, anger, surprise, fear, and
disgust. The test yields a maximum score of 60 for recognition of all six emotions, or scores out
of 10 for recognition of each basic emotion.
Software is available via CD-ROM and stimuli are presented via computer screen.
Pictures are presented one at a time for five seconds each, followed by a blank screen.
Participants are asked to determine as quickly as possible which of the six emotions best describe
the observed facial expression. Names of the emotion choices are visible throughout the
assessment, and the order in which they are presented on-screen is randomized. Choices are
made by clicking the on-screen button labeled by the selected emotion. Immediately prior to
testing, it should be verified that participants understand the words for each emotion and should
be asked to provide an example for each emotion by answer the question, “Name a situation
when you feel…” Any incorrect answers should result in exclusion from the study.
A score of 42 is considered the cut-off for impaired total scores. Impairment for each
specific expression is defined as follows: anger (5), disgust (6), fear (4), happiness (9), sadness
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(6), and surprise (6). Mean percentage recognition rates for the original sample range from 8999% across all emotions (Thames Valley Test Company, 2002).
Social Responsiveness Scale – Second Edition (SRS-2; Constantino & Gruber, 2012).
The Social Responsiveness Scale – Second Edition is a 65-item questionnaire designed to
identify the presence and severity of social impairment associated with autism spectrum
disorders over the most recent six month period. Symptoms are evaluated via observation in
natural settings by teachers, parents, or other individuals who are familiar with the individual and
rated on a 4-point Likert scale (1 = “not true,” 2 = “sometimes true,” 3 = “often true,” and 4 =
“almost always true”). In addition to a total score that is reflective of global social deficits, five
subscale scores are provided specific to Social Awareness, Social Cognition, Social
Communication, Social Motivation, and Restricted Interests and Repetitive Behavior. Two
subscales, Social Communication and Interaction and Restricted Interests and Repetitive
Behavior, are compatible with the DSM-5 and allow for comparison of symptoms with
diagnostic criteria (Constantino & Gruber, 2012).
Interpretation of the SRS-2 is based on the total score. A total T score of 76 or higher is
considered severe and is strongly associated with a clinical autism diagnosis. T scores of 66
through 75 are indicative of Moderate deficiencies in social behavior that are likely to lead to
substantial difficulty in everyday social interactions, while T scores of 60 to 65 are in the Mild
range and indicate mild social deficits. Typical social functioning is indicated by T scores of 59
and below, and generally not associated with clinical diagnosis of autism.
Estimates of internal consistency ranged from 0.91 to 0.97, with interrater reliability from
0.76 to 0.95. No test-retest data were collected for the SRS-2; however, studies using the
original SRS found correlations ranging from 0.88 to 0.95, with test-retest intervals of three to
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six months. It is noted that items on the school-age version of the SRS-2 are the same as those
on the first version. Interrater reliability for the school-age forms was 0.77 across parent and
teacher ratings. This is considered to be an adequate correlation due to individuals being
observed in different environments. In terms of predictive value of this assessment tool, 93% of
children whose total scores fall above 70 will receive a diagnosis of autism upon completion of a
comprehensive assessment (Bruni, 2014).
Assessment of Sexual Knowledge. Sexual knowledge will be measured using a basic
sex education test adapted from Module Two of the Healthy Relationships (HR) curriculum
(Wesley Spectrum Services & Sutton, 2013). This is a psychoeducational curriculum designed
to be delivered in a small group format and uses modified teaching techniques that are tailored to
children and adolescents with autism spectrum disorders, such as visual aids, concrete
instruction, and role plays. It is a developmentally sequenced, three module curriculum designed
to teach basic hygiene practices, basic biological sex education, and traits of appropriate
relationships. The pretest/posttest from module two is comprised of questions that assess
knowledge of puberty, male and female genitalia, intercourse, pregnancy, and childbirth, and
require participants to correctly identify male and female reproductive anatomy, define
biological vocabulary words, and answer true/false questions. In the Healthy Relationships
curriculum, a score of 85% denoted passing (Sutton & Wesley Spectrum Services, 2013).
Behavior Assessment System for Children – Second Edition, Self-Report Adolescent
version (BASC-2, SRP: A; Reynolds & Kamphaus, 2004). The Behavior Assessment System
for Children – Second Edition (BASC-2) is a norm-referenced, multi-dimensional assessment
system designed to aid in identification of a variety of emotional and behavioral symptoms in
children and adolescents. While the BASC-2 includes a comprehensive set of rating scales that
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can be completed by the child/adolescent, teacher, and/or parent for three age ranges including
preschool (ages 2-5 years), child (6-11 years), and adolescent (12-21 years), only the adolescent
version self-report was used for the present study (SRP-A). The SRP-A is a 176-item
questionnaire, with items rated as true/false and on a four-point frequency scale (i.e., 0 = Never,
1 = Sometimes, 2 = Often, and 3 = Almost Always). Raw scores are summed and converted into
standardized T scores (M = 50; SD = 10) for 12 clinical scales (Attitude to School, Attitude to
Teachers, Sensation Seeking, Atypicality, Locus of Control, Social Stress, Anxiety, Depression,
Sense of Inadequacy, Somatization, Attention Problems, and Hyperactivity) and four adaptive
scales (Relations with Parents, Interpersonal Relations, Self-Esteem, and Self-Reliance).
Together, these clinical and adaptive scales are used to generate five composite scales including
School Problems, Internalizing Problems, Inattention/Hyperactivity, Emotional Symptoms, and
Personal Adjustment. On the clinical scales, scores from 41-59 are considered average, 60-69
are considered at-risk, and scores of 70 and above are considered clinically significant and likely
deserve attention and/or further follow up. On the adaptive scales, higher scores denote more
positive behaviors, with scores from 41-59 considered average, 31-40 at-risk, and scores of 30
and below clinically significant. Validity scales are built into the measure to assess frequency,
consistency, and desirability of responses.
Internal consistencies for the self-report adolescent version of the BASC-2 average at
about 0.8 across genders. Composite score reliabilities are high, ranging from the mid-.80s to
the mid-.90s. Test-retest reliability was investigated on intervals between 14 and 51 days for 107
adolescents with adjusted correlations ranging from .74-.84 for composites and .61-.84 for
scales. Retest correlations for specific composites were 0.88 for school problems, 0.82 for
emotional symptoms, and 0.78 for personal adjustment. Correlation studies with other measures,
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such as the MMPI-A and Youth Self-Report, provide additional support of scale validity for the
BASC-2 SRP-A (Reynolds & Kamphaus, 2004).
Procedure
After receiving Institutional Review Board approval, parents and guardians of residents
of the treatment program were contacted and recruited, having been notified of the opportunity to
participate in the research project. Parent consent was obtained that explained the purpose of the
study and included the information that results would be used by the examiner in a research
project that focuses on understanding and treating adolescents who are in a treatment program
for sexual offenses. Parents were guaranteed confidentiality, as their children’s responses and
participation would not include any personal identifying information. In addition, parents were
assured that participation in the study was voluntary, would not affect the treatment being
provided by the facility or their probation status, and that permission could be withdrawn at any
time. In addition to parental consent, an assent form was also obtained from each participating
resident prior to taking part in the assessment battery. Prior to starting the assessment battery, all
participants completed the Woodcock Johnson Tests of Achievement, Fourth Edition, Letter
Word Identification Subtest (WJ-IV ACH; Schrank, McGrew, Mather, & Woodcock, 2014) to
assess reading level and determine their ability to understand the assessments. The WJ-IV ACH
was normed across 7,416 participants, aged two to 90 years, from 100 geographically diverse
communities across the country. Median reliabilities for all achievement subtests were greater
than or equal to 0.90 (0.95 for basic reading skills). Areas covered by the WJ IV ACH include
Broad Reading, Broad Mathematics, and Broad Written Language. The Letter-Word
Identification subtest is one subtest within the reading domain that assesses basic reading skills.
This subtest requires the participant to read aloud words of increasing difficulty in isolation.
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Total words read correctly on this subtest were used to estimate grade-level equivalency for word
identification skills and to determine the participant’s ability to independently read the
assessments. Starting points are based on the participant’s current grade level. A raw score of
59, indicating that the participant read 59 of 78 possible words correctly, would correspond to a
grade equivalency of the second month of fifth grade. All participants met this threshold and
thus were assumed to have adequate reading ability to complete the assessments.
Measures in the assessment battery were presented in a counterbalanced order across
participants and were administered in one session, which lasted approximately 45 minutes.
Instruments were administered by the principle investigator according to standardized protocols.
Participants completed all measures independently, with the exception of the BASC-2 SRP-A,
which was read aloud by the principle investigator to ensure that each question and response
option was presented in its entirety. Residential staff who worked closely with each participant
also completed the CARS-2 HF and SRS-2 based on their observations of and interactions with
the participant.
Staff responses on the CARS-2 HF indicated the presence of symptoms associated with
autism spectrum disorder for three of the participants. The principle investigator then contacted
the parent/guardian via phone for each of these participants to obtain additional developmental
history information using a standardized phone script. The possibility of follow-up phone
contact was noted in the parental consent form. This information was necessary because autism
symptoms need to be understood in the context of the youth’s previous functioning. The agency
was then notified of the presence of symptoms related to autism so that a more comprehensive
evaluation could be conducted for these residents at the agency’s discretion.
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Data Collection
Data were collected and stored in a locked facility. When entered electronically, data
were de-identified with a legend that was locked in a separate, secure location.
Data Analysis
Research question 1 investigated whether individuals with traits of autism as determined
by scores on the CARS2-HF also had elevated CU scores as measured by the APSD and ICU.
Descriptive statistics were used to determine the number of participants who demonstrated these
characteristics as well as to examine scores for each participant across these measures.
Research questions 2a, 2b, 3, and 4 investigated whether median scores on measures of
social skills, emotion facial recognition, and sexual knowledge differed significantly depending
on presence of autism symptoms. Descriptive statistics were used to describe scores across
measures for participants with and without symptoms of autism. A Mann-Whitney U test for
two independent samples was used to assess for significant differences between medians of
scores for each measure for the group with symptoms of autism as compared to the group
without symptoms. Scores on measures of social skills, emotion facial recognition, and sexual
knowledge served as the dependent variables, while presence of autism symptoms formed the
two groups of the independent variable. This test was chosen due to small sample size and being
unable to guarantee normality. A probability level of 0.05 or greater was used to determine
whether the null hypothesis should be accepted or rejected. Visual analyses in the form of bar
graphs were used to visually represent differences in medians between groups.
Internal and External Validity
Maturation is a potential threat to internal validity. Because administration of all
assessment tools will occur within one sitting, performance or willingness of the participants’ to
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answer the presented questions or tasks truthfully may decrease. Sample size is considered a
threat to the design’s ability to compute differences among symptoms groups effectively. The
sample came from a select group of individuals who have committed certain kinds of offenses,
and thus generalizability of results is limited.
Research Questions and Hypotheses
The aim of this study was to evaluate for symptoms of autism spectrum disorder and
presence of callous and unemotional traits in adolescents housed in a residential program treating
sexual offenses, and to assess differences between those with and without symptoms of autism
based on scores obtained on measures of social impairment, facial recognition ability, and sexual
knowledge. The goal was to better understand social, emotional, and sexual knowledge
differences and identify which measures best assess for these characteristics.
Research Question 1: Do adolescents housed in a residential treatment program for sexual
offenses exhibit characteristics of autism and/or CU traits?
Hypothesis 1: Adolescents in the treatment program will exhibit characteristics of autism
and/or CU traits.
Statistical Analysis 1: Descriptive statistics
Research Question 2: Does the median score differ for measures of CU traits for participants
with and without symptoms of autism?
Hypothesis 2: It is hypothesized that median scores for CU traits will be significantly
lower for participants in the autism group.
Statistical Analysis 2: Mann-Whitney U test, descriptive statistics, visual analysis
Research Question 3: Does the median performance differ for emotion facial recognition for
participants with and without symptoms of autism?
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Hypothesis 3: It is hypothesized that median scores for identification of emotional
expressions will be significantly lower for participants in the autism group. Participants
with CU traits are suspected to have difficulty with identification of fear and disgust.
Statistical Analysis 3: Mann-Whitney U test, descriptive statistics, visual analysis
Research Question 4: Do median scores differ for social skills deficits for participants with and
without symptoms of autism?
Hypothesis 4: It is hypothesized that median scores on the SRS-2 will be significantly
higher for participants in the autism group.
Statistical Analysis 4: Mann-Whitney U test, descriptive statistics, visual analysis
Research Question 5: Does the median performance differ for sexual knowledge for
participants with and without symptoms of autism?
Hypothesis 5: It is hypothesized that median scores on the assessment of sexual
knowledge will be significantly lower for participants in the autism group.
Statistical Analysis 5: Mann-Whitney U test, descriptive statistics, visual analysis
Summary
Overall, the purpose of the current study was to evaluate for symptoms of autism
spectrum disorder and presence of callous and unemotional traits in adolescents housed in a
residential program treating sexual offenses. Instruments that are commonly used to assess for
these symptoms and traits were administered to determine which effectively identified these
characteristics in a sample of adjudicated youth. The study participants were adolescent males
who were adjudicated delinquent and remanded by Juvenile Court to an Adolescent Sexual
Offenders Program. Descriptive statistics, Mann-Whitney U tests, and visual analysis were the
main analyses used to determine the presence of autism symptoms and CU traits and whether
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significant differences existed between groups on measures of social skill deficits, emotion facial
recognition, and sexual knowledge. Psychological symptoms were also assessed to consider
other potential contributing factors to behaviors and responses.
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CHAPTER IV
RESULTS
The purpose of this study was to evaluate for symptoms of autism spectrum disorder and
presence of callous and unemotional traits in adolescents housed in a residential program treating
sexual offenses. Instruments that are commonly used to assess for these symptoms and traits
were administered to determine which effectively identified these characteristics in a sample of
adjudicated youth.
For the purpose of this study, presence of autism symptoms were determined using the
CARS2-HF, which categorizes scores into one of three categories: Minimal-to-No Symptoms of
Autism Spectrum Disorder, Mild-to-Moderate Symptoms of Autism Spectrum Disorder, or
Severe Symptoms of Autism Spectrum Disorder.
The presence of social skill deficits were evaluated using the SRS-2, which categorizes
deficiencies in reciprocal social behaviors that may be indicative of an autism spectrum disorder
diagnosis into one of four categories: Within Normal Limits, Mild Range, Moderate Range, or
Severe Range. Total scores are comprised of a set of scores for five subscales which correspond
to specific symptom sets, such as social awareness, cognition, communication, motivation, and
restrictive or repetitive behaviors.
Additionally, the presence of CU traits were assessed using both the APSD and ICU. The
APSD measures CU traits, impulsivity, and narcissism. The ICU measures the callous, uncaring,
and unemotional aspects of CU traits. The ICU was developed to increase the diagnostic clarity
of CU traits noted in the APSD. Both were administered here to determine measurement
differences for CU.
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Assessment of emotional facial recognition for the six basic emotions of happiness,
sadness, anger, disgust, fear, and surprise was completed via the Ekman 60 Faces Test. Given
the nature of the offense characteristics exhibited by the sample studied, a test of sexual
knowledge was administered, which covers fact-based content of basic biological sex education.
Lastly, self-report of behavioral and emotional status was evaluated using the BASC-2 SRP-A.
In this chapter, the results are organized as follows. Demographic data and descriptive
statistics are presented for the participants and variables in the study in the form of aggregated
means, medians, and standard deviations. This is followed by Mann-Whitney U tests and visual
analyses in the form of bar graphs for each of the variables of interest in order to compare
medians between groups of participants with and without symptoms of autism.
Demographics
The current study examined 7 adolescent males, 3 identified as Caucasian (43%), and 4
identified as African American (57%), all who were adjudicated delinquent and remanded by
Juvenile Court to an Adolescent Sexual Offenders Program. Participants resided across three
different residential homes within the same agency. Participants ranged from ages 14 to 19
(mean age = 16 years). In order to determine placement on the autism spectrum, cutoff scores
from the CARS2-HF measurement scale were used. Four participants were categorized into the
Minimal-to-No Symptoms of Autism group, and three participants were categorized as having
Mild-to-Moderate Symptoms of Autism. In order to determine presence of CU traits, cutoff
scores from the APSD and ICU measurement scales were used. Two participants met criteria for
CU traits on the APSD, and four participants met criteria for CU traits on the ICU. There was no
missing data. Demographic data for the entire sample are summarized in Table 4.1.
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Table 4.1
Frequency Distribution: Demographics, Entire Sample
N

Percent

Race – Caucasian

3

42.9

Race – African American

4

57.1

Gender – Male

7

100

Age – 14

1

14.3

Age – 15

3

42.9

Age – 17

2

28.6

Age – 19

1

14.3

CARS2-HF Minimal-to-No Symptoms

4

57.1

CARS2-HF Mild-to-Moderate Symptoms

3

42.9

CARS2-HF Severe Symptoms

0

0

APSD High Traits

2

28.6

APSD Low Traits

5

71.4

ICU High CU Traits

4

57.1

ICU Low CU Traits

3

42.9

80

Descriptive Statistics
Descriptive statistics, including frequency distributions, means, and standard deviations,
were obtained for each variable within the study. Scores are described for the overall sample as
well as by differentiating between participants with and without symptoms of autism.
Research Question 1 Results
Descriptive statistics were used to evaluate whether participants exhibited characteristics
of autism and/or CU traits. Four participants (2, 5, 6, & 7) were categorized as having minimal
to no symptoms of autism based on their CARS2-HF cutoff scores. Notably, two of these
participants (5 & 7) did meet the minimum cutoff score for CU traits on the APSD. Participant 5
simultaneously met criteria for CU traits according to the ICU. Participant 2 met criteria for CU
traits on the ICU, but did not meet criteria according to the APSD. Therefore, all participants
with minimal to no symptoms of autism showed high levels of CU, with the exception of
Participant 6.
There were three participants (1, 3, & 4) who were categorized as having mild to
moderate symptoms of autism based on their CARS2-HF cutoff scores. While none of these
participants met the minimum cutoff score for CU traits according to the APSD, two participants
(3 & 4) did demonstrate high levels of CU traits according to the ICU. No participants were
determined to have severe symptoms of ASD.
Participants’ scores on the APSD and ICU were further examined according to the factor
structure of each measure in order to determine whether a certain symptom set was more
predominant in its contribution to the total score. On the APSD, participants with minimal to no
symptoms of autism demonstrated a higher total mean score as well as higher mean scores across
the three factors of CU traits, impulsivity, and narcissism. On the ICU, participants with mild to
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moderate symptoms of autism exhibited a higher total mean score. When scores were examined
across factors, this group had higher mean scores for the unemotional factor, but not for the
callous or uncaring factors. Descriptive information is summarized in Table 4.2.
Table 4.2
Descriptive Statistics: Autism and CU Measures
Scale
APSD Total

CU

Impulsivity

Narcissism

ICU Total

Callousness

CARS Score

N

Mean

Std. Deviation

Minimal-to-No Symptoms

4

20.5

7.05

Mild-to-Moderate Symptoms

3

19.0

1.73

Total

7

19.86

5.15

Minimal-to-No Symptoms

4

5.5

2.52

Mild-to-Moderate Symptoms

3

4.67

2.08

Total

7

5.14

2.19

Minimal-to-No Symptoms

4

6.50

3.00

Mild-to-Moderate Symptoms

3

6.33

0.58

Total

7

6.43

2.15

Minimal-to-No Symptoms

4

6.75

4.65

Mild-to-Moderate Symptoms

3

6.00

1.73

Total

7

6.43

3.46

Minimal-to-No Symptoms

4

27.00

10.61

Mild-to-Moderate Symptoms

3

29.67

10.97

Total

7

28.14

9.92

Minimal-to-No Symptoms

4

10.50

6.14

Mild-to-Moderate Symptoms

3

10.33

4.04
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Uncaring

Unemotional

Total

7

10.43

4.93

Minimal-to-No Symptoms

4

11.75

6.99

Mild-to-Moderate Symptoms

3

11.33

5.69

Total

7

11.6

5.94

Minimal-to-No Symptoms

4

4.75

1.26

Mild-to-Moderate Symptoms

3

8.33

2.52

Total

7

6.29

2.56

Several participants were reported to have social deficits, according to staff ratings on the
SRS-2. Two of the participants (2 and 5) were rated as having social skills that were within
normal limits. Participant 2 also had an elevated ICU score, and participant 5 had elevated
scores for both the APSD and ICU. Neither participant demonstrated symptoms of autism.
Participant 4 was determined to have social skill deficits in the mild range. This participant also
had mild to moderate symptoms of autism and elevated CU traits on the ICU. Three participants
(3, 6, and 7) exhibited moderate social skills deficits. Participant 3 was identified as having mild
to moderate symptoms of autism along with elevated CU traits on the ICU. Participant 7 also
demonstrated high CU traits on the APSD, while participant 6 did not show elevations for CU
traits on either measure. Participant 1 was determined to have severe social skills deficits
according to the SRS-2, along with mild to moderate symptoms of autism. There was no
elevation for CU traits. When total scores were examined by subscale, deficits in social
communication showed the highest mean score for the overall sample. Social deficits were
further examined between participants with and without traits of autism. Means were higher
across subscales of the SRS-2 for participants with mild to moderate symptoms of autism as
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compared to participants with minimal to no symptoms. Descriptive statistics for SRS-2 scores
are listed in Table 4.3.
Table 4.3
Descriptive Statistics: Social Skills Deficits by Symptom Severity
Scale
SRS Total

CARS Score

N Mean Std. Deviation

Minimal-to-No Symptoms

4

57.25

13.30

Mild-to-Moderate Symptoms

3

68.67

9.02

Total

7

62.14

12.36

Minimal-to-No Symptoms

4

57.25

14.59

Mild-to-Moderate Symptoms

3

72.00

8.66

Total

7

63.57

13.92

Minimal-to-No Symptoms

4

55.00

12.52

Mild-to-Moderate Symptoms

3

71.33

10.79

Total

7

62.00

13.90

Minimal-to-No Symptoms

4

60.25

14.59

Mild-to-Moderate Symptoms

3

69.67

9.50

Total

7

64.29

12.72

Minimal-to-No Symptoms

4

50.50

3.42

Mild-to-Moderate Symptoms

3

55.33

7.57

Total

7

52.57

5.62

Repetitive /

Minimal-to-No Symptoms

4

56.50

14.30

Restricted

Mild-to-Moderate Symptoms

3

64.00

7.00

Behavior

Total

7

59.71

11.60

Awareness

Cognitive

Communication

Motivation
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Of the seven total participants, two participants (2 and 4; 29%) achieved mastery of facial
emotion recognition according to the Ekman 60 Faces Test, which was identified by a cutoff
score of 42 total correct responses. These participants correspondingly met cutoff criteria for
each of the six emotional facial expressions. Participant 2 also demonstrated elevated levels of
CU traits on the ICU, while participant 4 met criteria for mild to moderate symptoms of autism
as well as CU traits on the ICU.
Of the remaining participants who did not meet the total cutoff score, those with mild to
moderate symptoms of autism exhibited deficits in recognition for sad and fearful expressions
(participant 1) and sad, disgusted, and surprised expressions (participant 3). Participant 5
demonstrated did not meet the cutoff score for recognition of sad, disgusted, angry, or fearful
expressions, and also exhibited elevated CU traits on both the APSD and ICU. Participant 6
showed a deficit for fearful expressions only, and did not have corresponding elevated CU traits.
Participant 7 exhibited elevated CU traits on the APSD and did not meet cutoff scores for sad,
disgusted, angry, or fearful expressions. All participants met criteria for recognition of happy
facial expressions only. Descriptive statistics for facial emotion recognition are further described
in Table 4.4.
Table 4.4
Descriptive Statistics: Facial Emotion Recognition
Scale
Ekman Total

Happy

CARS Score

N Mean

Std. Deviation

Minimal-to-No Symptoms

4

38.75

5.01

Mild-to-Moderate Symptoms

3

38.67

3.18

Total

7

38.71

7.76

Minimal-to-No Symptoms

4

10.00

0.00
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Sad

Disgust

Surprise

Angry

Fear

Mild-to-Moderate Symptoms

3

9.67

0.33

Total

7

9.86

0.38

Minimal-to-No Symptoms

4

6.25

1.32

Mild-to-Moderate Symptoms

3

6.33

1.33

Total

7

6.29

4.71

Minimal-to-No Symptoms

4

4.75

1.89

Mild-to-Moderate Symptoms

3

4.67

1.86

Total

7

4.71

3.25

Minimal-to-No Symptoms

4

8.25

0.48

Mild-to-Moderate Symptoms

3

6.00

1.00

Total

7

7.29

1.74

Minimal-to-No Symptoms

4

6.25

1.43

Mild-to-Moderate Symptoms

3

8.00

0.58

Total

7

7.00

2.31

Minimal-to-No Symptoms

4

3.25

1.32

Mild-to-Moderate Symptoms

3

4.00

0.58

Total

7

3.57

1.99

All participants completed the assessment of sexual knowledge. Test scores ranged from
30 (52%) to 55 (95%) out of a total possible 58 points (Mean=69.47, SD=14.41). Only
participant 2 met the identified passing score of 85%. This indicates that overall, participants did
not demonstrate adequate knowledge in regards to basic sex education. Frequency and
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descriptive information for this assessment is summarized in Table 4.5 and Table 4.6,
respectively.
Table 4.5
Frequency Distribution: Assessment of Sexual Knowledge
No. Questions Correct
(Percentage Correct)
30 (52)

Frequency

Percent

1

14.3

34 (59)

1

14.3

36 (62)

1

14.3

38 (66)

1

14.3

43 (74)

1

14.3

46 (79)

1

14.3

55 (95)

1

14.3

7

100

Total

Note: Mastery = 47 questions correct (85%)
Table 4.6
Descriptive Statistics: Assessment of Sexual Knowledge
N Minimum Maximum Mean Std. Deviation
Total

7

30

55

69.57

14.41

Minimal-to-No Symptoms

4

52

95

72

18.96

Mild-to-Moderate Symptoms

3

59

74

66.33

7.51

Participants completed the BASC-2 SRP-A as a means of self-evaluation of behavioral
and emotional characteristics. Validity scales for all participants were within the acceptable
range, which indicates that responses can be considered to be a valid representation of each
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participants’ perceptions of their functioning. Composite scores were examined to assess
participants’ endorsement of school problems (including attitude to school, attitude to teachers,
and sensation seeking), internalizing problems (including atypicality, locus of control, social
stress, anxiety, depression, sense of inadequacy, and somatization), emotional symptoms
(including social stress, anxiety, depression, sense of inadequacy, self-esteem, and self
reliance), inattention and hyperactivity (including attention problems and hyperactivity), and
personal adjustment (including relations with parents, interpersonal relations, self-esteem, and
self-reliance).
Only participant 7 reported school problems, which were in the at-risk range. This
participant did not exhibit symptoms of autism but did demonstrate high CU traits according to
the APSD. Internalizing problems were evident for participants 1 and 3. Both of these
participants had minimal to moderate symptoms of autism and participant 3 also demonstrated
high CU traits on the ICU. Emotional problems were reported by participants 1, 3, and 5.
Participants 1 and 3 exhibited minimal to moderate symptoms of autism. Participant 3 had high
CU traits according to the ICU and participant 5 was identified as having high CU traits on both
the APSD and ICU. Problems with inattention and hyperactivity were indicated for participants
1, 3, 5, and 7. Participants 1, 3, 5, and 7 reported problems with personal adjustment.
Participants 2, 4, and 6 did not report problems across any composite scores. Participant 2
demonstrated high CU traits according to the ICU, while participant 4 had mild to moderate
symptoms of autism as well as elevated CU traits on the ICU. Participant 6 had neither
symptoms of autism nor CU traits. Composite scores for each participant are described in Table
4.7.
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Table 4.7
BASC-2 SRP-A Composite Scores by Participant

Participant
1
2
3
4
5
6
7

School
Problems
48
51
57
53
39
42
64*

Internalizing
Problems
68*
41
68*
51
55
47
52

Inattention/
Hyperactivity
63*
52
72**
59
71**
55
77**

Emotional
Symptoms
69*
40
79**
52
63*
49
59

Personal
Adjustment
37*
57
32*
54
33*
50
36*

Note: * denotes At-Risk, ** denotes Clinical Significance

In summary, participant 1 had mild to moderate symptoms of autism according to the
CARS-2 HF, which was coupled by severe social skills deficits. There was no evidence of CU
traits on either the APSD or ICU. A passing score was not achieved on the assessment of sexual
knowledge. Overall deficits in emotion facial recognition were apparent, along with specific
deficits for sad and fearful emotional expressions. Self-report indicated difficulties with
internalizing problems, inattention/hyperactivity, emotional symptoms, and personal adjustment,
with scores falling in the At-Risk range for each of these areas.
Participant 2 was rated as having minimal to no symptoms of autism. There were no
identified social skills deficits. Elevation for CU traits was reported on the ICU, but not the
APSD. A passing score was achieved on the assessment of sexual knowledge. There were no
deficits in recognition of emotional facial expressions, and no problem areas were highlighted on
the BASC-2 SRP-A.
Participant 3 exhibited mild to moderate symptoms of autism as well as social skills
deficits. CU traits were elevated on the ICU. Participant 3 did not reach a passing score on the
assessment of sexual knowledge. Emotion facial recognition deficits were evident overall,
89

especially for sad, disgusted, and surprised faces. Internalizing problems and personal
adjustment problems were reported in the At-Risk range, with inattention and hyperactivity and
emotional problems reported in the Clinically Significant range.
Mild to moderate symptoms of autism were reported for participant 4, as well as elevated
CU traits on the ICU. Mild social skills deficits were noted. A passing score was not earned on
the assessment of sexual knowledge. There were no evident deficits in emotion facial
recognition and no problem areas were highlighted on the BASC-2 SRP-A.
For participant 5, minimal to no symptoms of autism were apparent and there were no
noted social skills deficits. Elevated CU traits were identified on both the APSD and ICU.
Participant 5 did not earn a passing score on the assessment of sexual knowledge. Overall facial
emotion recognition deficits were exhibited, especially for sad, disgusted, angry, and fearful
faces. Emotional symptoms and personal adjustment symptoms were reported in the At-Risk
range, with inattention/hyperactivity reported in the Clinically Significant range.
Participant 6 demonstrated minimal to no symptoms of autism and mild social skills
deficits. There was no evidence of CU traits and this participant did not pass the assessment of
sexual knowledge. Overall emotion facial recognition deficits were apparent, particularly for
fearful faces. There were no elevated problem areas on the BASC-2 SRP-A.
Minimal to no symptoms of autism were present for participant 7, but social skill deficits
were noted. Elevated CU traits were apparent on the APSD only. Participant 7 did not earn a
passing score on the assessment of sexual knowledge. Overall emotion facial recognition
deficits were demonstrated, especially for sad, disgusted, and fearful faces. School problems and
personal adjustment problems were reported in the At-Risk range, with inattention and
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hyperactivity reported in the Clinically Significant range. A summary of scores across measures
for each participant is included in Table 4.8.
Table 4.8
Scores Across Measures by Participant
Participant

CARS-2
HF
Severity

SRS-2
Total
Score

APSD
Total
Score

ICU
Total
Score

1

Mild-toModerate

78*

17

17

Sexual
Knowledge
(Percent
Correct)
59

2

Minimalto-None

41

15

30*

95+

3

Mild-toModerate

68*

20

36*

74

4

Mild-toModerate

60*

20

36*

66

5

Minimalto-None

52

25*

37*

52

6

Minimalto-None

66*

14

12

79
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Ekman 60
Faces Test

BASC-2 SRP-A
Composite Scores

Total = 39
Happy = 10+
Sad = 5
Disgust = 6+
Surprised = 7+
Angry = 8+
Fear = 3
Total = 52+
Happy = 10+
Sad = 10+
Disgust = 8+
Surprised = 7+
Angry = 10+
Fear = 7+
Total = 33
Happy = 9+
Sad = 5
Disgust = 1
Surprised = 4
Angry = 9+
Fear = 5+
Total = 44+
Happy = 10+
Sad = 9+
Disgust = 7+
Surprised = 7+
Angry = 7+
Fear = 4+
Total = 31
Happy = 10+
Sad = 4
Disgust = 2
Surprised = 8+
Angry = 4
Fear = 3
Total = 41
Happy = 10+
Sad = 6+
Disgust = 8+
Surprised = 9+
Angry = 7+
Fear = 1

School = 48
Internalizing = 68*
Inattention /
Hyperactivity = 63*
Emotional = 69*
Personal Adjustment =
37*
School = 51
Internalizing = 41
Inattention /
Hyperactivity = 52
Emotional = 40
Personal Adjustment =
57
School = 57
Internalizing = 68*
Inattention /
Hyperactivity 72*
Emotional = 79*
Personal Adjustment =
32*
School = 53
Internalizing = 51
Inattention /
Hyperactivity = 59
Emotional = 52
Personal Adjustment =
54
School = 39
Internalizing = 55
Inattention /
Hyperactivity = 71*
Emotional = 63*
Personal Adjustment =
33*
School = 42
Internalizing = 47
Inattention /
Hyperactivity = 55
Emotional = 49
Personal Adjustment =
50

7

Minimalto-None

70*

28*

29

62

Total = 31
Happy = 10+
Sad = 5
Disgust = 1
Surprised = 9
Angry = 7+
Fear = 3

School = 64*
Internalizing = 52
Inattention /
Hyperactivity = 77*
Emotional = 59
Personal Adjustment =
36*

Note: * denotes elevated score, + denotes passing score
Statistical Assumptions
Mann-Whitney U test
Due to some limitations in data collection and subsequent small sample size, and inability
to ensure normal distribution for each group that is necessary for an independent samples t test
and comparison of the means, nonparametric tests were conducted. Visual analyses in the form
of bar graphs were added in an effort to better clarify comparisons between groups.
A Mann-Whitney U test was used to evaluate whether the observed differences between
groups across measures was significant by comparing the medians of their scores. For the MannWhitney U test, it is assumed that the dependent variable is measured at the continuous or
ordinal level, the independent variable consists of two categorical, idependent groups, and
observations are independent with relationship between the observations in each group of the
independent variable or between the groups themselves. As none of these assumptions were
violated, it was appropriate to conduct a Mann-Whitney U test.
Primary Data Analyses
Research Question 2 Results
A series of Mann-Whitney U tests were conducted to evaluate whether there were
significant differences between median scores for participants with and without symptoms of
autism on measures of CU traits. Tests were conducted to compare total scores as well as scores
for each factor within the instrument (CU, impulsivity, and narcissism on the APSD; callousness,
uncaring, and unemotional on the ICU). The results indicated that only the median scores for the
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unemotional factor on the ICU were significantly different for the autism group (Mdn = 8) as
compared to the non-autism group (Mdn = 5), U = 0.50, p = 0.04. Results are summarized in
Table 4.9 and Figure 4.1.
Table 4.9
Mann-Whitney U test: Results, Question 2 (APSD and ICU)
Median Mann-Whitney U
APSD Total

APSD CU

APSD Impulsive

Minimal-to-No Symptoms

20

Mild-to-Moderate Symptoms

20

Minimal-to- No Symptoms

5

Mild-to-Moderate Symptoms

4

Minimal-to- No Symptoms

7

Mild-to-Moderate Symptoms

6

APSD Narcissism Minimal-to- No Symptoms
Mild-to-Moderate Symptoms
ICU Total

ICU Callousness

ICU Uncaring

Minimal-to- No Symptoms

7.5

29.5
36

Minimal-to- No Symptoms

9.5

Mild-to-Moderate Symptoms

11

Minimal-to- No Symptoms

12

Mild-to-Moderate Symptoms

13

Mild-to-Moderate Symptoms
Note: * = p<0.05
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6.00

1.00

4.50

0.59

6.00

1.00

5.00

0.71

5.00

0.72

5.50

0.86

5.50

0.86

0.50

0.04*

5

Mild-to-Moderate Symptoms

ICU Unemotional Minimal-to- No Symptoms

Sig. (2-tailed)

5
8

40
35
30
25
20
15
10
5
0

Mild-to-Moderate Symptoms of ASD

Minimal-to-No Symptoms of ASD

Figure 4.1. Bar graph for median CU scores between groups. Y-axis = median score.

Research Question 3 Results
A series of Mann-Whitney U tests were conducted to evaluate whether there were
significant differences between median scores for participants with and without symptoms of
autism on the Ekman 60 Faces test. Tests were conducted to compare total scores as well as
scores for each emotion (happy, sad, disgust, surprise, anger, and fear). The results indicated
that the median scores were not significantly different for the total score or any individual
emotion for the autism group as compared to the non-autism group. Results are summarized in
Table 4.10 and Figure 4.2.
Table 4.10
Mann-Whitney U test: Results, Question 3 (Ekman 60 Faces Test)
Median
Total

Minimal-to-No Symptoms

36

94

Mann-Whitney U
5.00

Sig. (2-tailed)
0.72

Happy

Sad

Disgust

Mild-to-Moderate Symptoms

39

Minimal-to-No Symptoms

10

Mild-to-Moderate Symptoms

10

Minimal-to-No Symptoms

5.5

Mild-to-Moderate Symptoms

5

Minimal-to-No Symptoms

5

Mild-to-Moderate Symptoms

6

Surprise Minimal-to-No Symptoms
Mild-to-Moderate Symptoms
Angry

Minimal-to-No Symptoms
Mild-to-Moderate Symptoms

Fear

Minimal-to-No Symptoms
Mild-to-Moderate Symptoms

8.5

4.00

0.25

6.00

1.00

4.50

0.59

1.00

0.06

3.50

0.37

3.50

0.37

7
5.5
8
2.5
4

40
35
30
25
20
15
10
5
0
Ekman Total

Ekman
Happy

Ekman Sad

Ekman
Disgust

Mild-to-Moderate Symptoms of ASD

Ekman
Surprise

Ekman
Angry

Ekman Fear

Minimal-to-No Symptoms of ASD

Figure 4.2. Bar graph for median emotion facial recognition scores between groups. Y-axis = median score.
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Research Question 4 Results
A series of Mann-Whitney U tests were conducted to evaluate whether there were
significant differences between median scores for participants with and without symptoms of
autism on the SRS-2. Tests were conducted to compare total scores as well as scores for each
domain of social skill deficits (awareness, cognitive, communication, motivation,
restricted/repetitive behaviors). The results indicated that the median scores were not
significantly different for the total score or any individual emotion for the autism group as
compared to the non-autism group. Results are summarized in Table 4.11 and Figure 4.3.
Table 4.11
Mann-Whitney U test: Results, Question 4 (SRS-2)
Median Mann-Whitney U Sig. (2-tailed)
Total

Awareness

Minimal-to- No Symptoms

59

Mild-to-Moderate Symptoms

68

Minimal-to- No Symptoms

60.5

Mild-to-Moderate Symptoms
Cognitive

Minimal-to- No Symptoms

Communication Minimal-to- No Symptoms

62.5
70

Minimal-to- No Symptoms

51

Mild-to-Moderate Symptoms

52

Restricted/

Minimal-to- No Symptoms

57

Repetitive Beh.

Mild-to-Moderate Symptoms

64

96

3.00

0.27

2.00

0.16

3.00

0.29

4.00

0.47

4.50

0.59

76

Mild-to-Moderate Symptoms
Motivation

0.29

67
56.5

Mild-to-Moderate Symptoms

3.00

80
70
60
50
40
30
20
10
0
SRS2 Total

SRS2 Awareness

SRS2 Cognitive

Mild-to-Moderate Symptoms of ASD

SRS2 Communication

SRS2 Motivation

SRS2
Restricted/Repetitive
Behaviors

Minimal-to-No Symptoms of ASD

Figure 4.3. Bar graph for social skills scores between groups. Y-axis = median score.

Research Question 5 Results
A Mann-Whitney U test was conducted to evaluate whether there were significant differences
between median scores for participants with and without symptoms of autism on the assessment
of sexual knowledge. The results indicated that the median scores were not significantly
different for the percent correct on the assessment of sexual knowledge for the autism group as
compared to the non-autism group. Results are summarized in Table 4.12 and Figure 4.4.
Table 4.12
Mann-Whitney U test: Results, Question 5 (Assessment of Sexual Knowledge)
Median Mann-Whitney U Sig. (2-tailed)
% Correct Minimal-to- No Symptoms
Mild-to-Moderate Symptoms

70.5

5.00

66

70
68
66
64
62
60
Mild-to-Moderate Symptoms of ASD

Minimal-to-No Symptoms of ASD

Figure 4.4. Bar graph for sexual knowledge scores between groups. Y-axis = median score.
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0.72

CHAPTER V
DISCUSSION
Individuals with autism often exhibit chronic challenging behaviors which may place
them at risk for involvement in the criminal justice system. Those who are higher functioning
can be particularly vulnerable because their higher functioning presentation in many ways results
in them appearing similar to their neurotypical peers. Some of the core symptoms of autism,
such as social impairments, difficulty with emotional expression, and empathy deficits, are
similar to those associated with psychopathy and can result in an individual appearing callous
and unemotional. While some research suggests overlap between traits of autism and traits of
psychopathy, a more comprehensive examination of both behaviors and cognitive and affective
difficulties supports the notion that these are distinct disorders with some level of divergence
even within similar symptom domains. For example, symptoms of autism are indicative of
difficulty in taking others’ perspective, which can result in reactions that seem emotionless and
unfeeling. However, when information is presented in a way that allows these individuals to
better understand the situation, they can often show appropriate concern; this is not evident in
individuals with callous and unemotional traits.
This misconception can be particularly concerning when individuals with autism display
behaviors that result in a criminal offense. Oftentimes, behaviors that seem to be disruptive or
criminal in nature may actually be an expression of some of the core deficits of autism.
Motivating factors, then, that lead to offending behavior are typically of a very different nature
for individuals with autism as compared to typical offenders or offenders with callous and
unemotional traits.
Neither alternative education nor juvenile justice programs conduct screenings for
developmental disabilities and it is possible that these individuals can erroneously be thought of
98

as displaying callous and unemotional traits. This can result in individuals with autism having
significant difficulty progressing through rehabilitative programs, as information is often
presented in a manner that is not a good match for their unique learning styles. Concurrently,
individuals with callous and unemotional traits also have distinct treatment needs due to the
associated deficits of that condition, such as lack of empathy. Improving understanding of the
social, emotional, behavioral, and cognitive features of each disorder is critical to identification
of treatment needs and approaches in the juvenile justice system. This study sought to clarify
gaps in the literature by better differentiating between primary characteristics of autism and
callous and unemotional traits, evaluate presence of each condition within a treatment facility,
and identify measures that may be beneficial in identifying problem areas that can be targeted in
treatment. This chapter describes the results of the analyses as they relate to research questions
and hypotheses, as well as presents clinical implications, recommendations for future research
and treatment modifications, and limitations of the study.
Summary
Descriptive statistics were conducted in order to understand the demographics of the
sample and the variables used in the study. The sample consisted of seven male adolescents with
a mean age of 16 years. Each of the participants were remanded by Juvenile Court to an
Adolescent Sexual Offenders Program, and resided in secure residential homes within one
agency.
The first research question assessed whether adolescents in a residential treatment
program for sexual offenses exhibited symptoms of autism and/or CU traits. It was hypothesized
that symptoms of autism as well as elevated CU traits would be present in these adolescents.
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Three of the participants were considered to have mild to moderate autism symptomology
according to the CARS2-HF rating scale, and were also noted to have a history of numerous
developmental markers of autism within their first three years of life, according to parent report.
None of these participants met criteria for CU traits according to the APSD, but two did meet
criteria on the ICU. Four of the participants were not considered to display symptoms of autism,
according to the CARS2-HF. Of those who did not display symptoms of autism, one met criteria
for CU traits on the APSD only, one on the ICU only, and one met criteria on both measures.
One participant did not demonstrate CU traits.
Research questions two through five addressed social skills, emotion facial recognition,
basic sexual knowledge, and behavioral and emotional symptoms. In total, five participants
demonstrated social skills deficits, five exhibited difficulties with emotion facial recognition, and
six did not meet passing criteria on the assessment of sexual knowledge.
Research question addressed whether median scores would differ for measures of CU
traits for participants with symptoms of autism versus those without symptoms. It was
hypothesized that median scores for CU traits would be significantly lower for participants who
also displayed symptoms of autism. Total scores for both measures were assessed, and scores
were further inspected according to the factor structure of the measures (CU, impulsivity, and
narcissism on the APSD; callousness, uncaring, and unemotional on the ICU). Results indicated
a significant difference only for the unemotional factor on the ICU, with participants with autism
showing a significantly higher median score for this domain.
The unemotional factor consisted of items showing a lack of emotional expression, such
as “I express my feelings openly” and “It is easy for others to tell how I am feeling.” This is not
surprising, given the social and communication deficits that are commonly apparent as part of
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this diagnosis. Individuals with autism often struggle to share emotions or affect, and also
display abnormalities in eye contact, body language, and facial expressions that can result in
difficulty with both verbal and non-verbal emotional expression.
It is also important to note that elevations for CU traits were not consistent across
measures of this construct, resulting in some participants displaying elevations on one, but not
both, the APSD and ICU. As previously explained, the ICU was developed from the APSD to
help further refine assessment for CU traits; it focuses on aspects of CU traits specifically while
questions on the APSD also tap into features of impulsivity and narcissism. It is reasonable to
think that the ICU would serve as a more comprehensive, well-defined assessment of CU traits.
There is some possibility that the scores of participants who were elevated on the APSD alone
were higher because the measure was sensitive to elements of impulsivity and narcissism.
Further, there is no available research addressing how to best manage differences in elevated
scores across measures. This issue is further explored in the limitations section of this
discussion.
Research question three investigated whether median scores would differ for emotion
facial recognition for participants with and without symptoms of autism. It was hypothesized
that median scores for identification of emotional expressions would be significantly lower for
participants in the autism group. Participants with CU traits were suspected to have difficulty
with identification of fear and disgust. Of all participants, only two achieved mastery of facial
emotion recognition on the Ekman 60 Faces Test, meeting criteria for each of the six emotional
facial expressions (happy, sad, surprise, anger, disgust, fear). Happy facial expressions were
universally recognized across all participants. This is a reasonable finding given that happiness
is the first emotion that can be accurately identified even early in development and is the only
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basic emotion that is undeniably positive. Participants with mild to moderate symptoms of
autism showed deficits for sad, fearful, disgusted, and surprised expressions. Sad, disgusted,
angry, and fearful expressions were problematic for a participant who also demonstrated CU
traits on the APSD and ICU. Results indicated that median scores were not significantly
different for the total score or for any individual emotion. Participants with autism symptoms
had more difficulty with surprised expressions at a level that approached significance.
Even though there were not significant differences between groups, the data did indicate
a general difficulty across participants with recognizing emotional facial expressions,
particularly for fear and disgust. This is an important finding because effective communication
is challenging without an understanding of nonverbal signals such as these. Research has shown
that 55% of emotional meaning is conveyed through facial expressions, body language, and
gestures (Mehrabian, 1987); inability to recognize emotional expressions, then, can result in
individuals receiving only part of a communicated message. This task is made more complex by
the need to also understand the emotion behind the expression.
Additionally, more complex feelings are associated with subtler facial expressions which
can be even more difficult to detect (Crissy, 2008). Ability to recognize emotional facial
expressions is related to empathy, perspective taking, and recognition of others’ distress.
Difficulty with accurately identifying fearful and disgusted facial expressions, for example, is
likely to negatively impact the individual’s ability to understand the victim’s response and then
modify future behaviors; it is hypothesized that these individuals may not have learned from
previous social experiences to associate their harmful actions with aversive cues displayed by the
victim that are thought to serve as punishing stimuli (Gery, Miljkovitch, Berthoz, & Soussignan,
2009). This is important to consider in a population of adolescent offenders as well as within the
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restorative justice treatment model. Restorative justice examines offending behaviors in the
context of a violation of people and relationships, and encourages a focus on open discussion
between offenders and victims about the harm that was caused and how to mend it. Programs
seem to assume a certain level of social skills that would allow these types of interactions to be
successful; however, without an ability to read others’ expressions and emotions, this process
can be greatly impeded.
Research question four assessed for differences in median scores for social skills deficits
for participants with and without symptoms of autism. It was hypothesized that median scores
for social skills deficits would be higher for participants with autism as compared to those
without symptoms.
Two participants demonstrated social skills that were within normal limits; both of these
participants had elevated scores for CU traits, one on the ICU only and one on both the APSD
and ICU. Neither demonstrated symptoms of autism. One participant was rated as having mild
social skills deficits. Mild to moderate symptoms of autism and elevated CU traits on the ICU
were also apparent for this participant. Three exhibited moderate social skills deficits. One of
these participants was also identified as having mild to moderate symptoms of autism as well as
elevated CU traits on the ICU, one exhibited CU traits on the APSD, and one did not show CU
elevations on either measure. One participant was identified as having severe social skills
deficits, along with mild to moderate symptoms of autism and no CU traits.
Results did not indicate any significant differences between median scores for overall
social skills or for specific social skills domains for individuals with autism symptoms as
compared to individuals without symptoms. However, the data indicated the presence of social
skills specific to communication for participants in general, regardless of symptomology. This
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suggest deficits in expressive social communication, with the possibility that participants
struggle to express needs, wants, and feelings to others. Again, this type of deficit has the
potential to negatively impact participation in treatment.
In research question five, the investigator assessed whether median performance for
sexual knowledge different for participants with and without symptoms of autism. It was
hypothesized that participants with symptoms of autism would earn lower median scores for
sexual knowledge.
The average score for all seven participants on the assessment of sexual knowledge was
70% correct, well below the identified mastery criteria of 85%. Only one participant achieved a
passing score; this participant simultaneously showed elevated CU traits on the ICU, with no
further reported deficits in social skills, emotion facial recognition, or autism symptoms. Results
indicated that median scores for the percent correct on the assessment of sexual knowledge were
not significantly different between groups with and without symptoms of autism. Again,
although between-group differences were not substantial, the data highlighted a general lack of
sexual knowledge among participants. It is possible that, given the nature of offenses, basic
sexual knowledge is assumed and thus not addressed in treatment. Research does support that
detained adolescents are affected by poor sexual health at disproportionate rates (Gowen & Aue,
2011). Information about the availability of sex education programs in juvenile detention
facilities is largely unknown, but could be considered a part of multisystemic and
multidimensional treatment.
Participants reported a range of behavioral and emotional concerns across all domains of
the BASC-2 SRP-A, including school problems, internalizing problems, inattention and
hyperactivity, emotional symptoms, and problems with personal adjustment, at both at-risk and
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clinically significant levels. While there was no research question associated with this
assessment, the BASC-2 SRP-A was administered to consider the presence of other behavioral
and emotional symptoms. Identifying and responding to psychiatric disorders in the juvenile
justice system presents a significant challenge and is an important step in meeting individual’s
treatment needs. Providing services to address emotional or behavioral problems may help
decrease recidivism (Teplin, Abram, McClelland, Mericle, Dulcan, & Washburn, 2006).
Despite the lack of statistically significant differences on measures according to presence
or lack of autism symptomology, the clinical considerations noted above are worthy of attention.
In addition, while the measures used in this study did not seem to clearly differentiate between
deficits associated with both autism and CU traits, they did highlight general areas of deficit that
could be addressed in treatment programs, such as implementing lessons on emotion
identification, social communication, and sex education.
Conclusions
Multiple factors have impacted the existing research and likely contributed to the
difficulty in understanding both prevalence of autism in the justice system as well as possible
contributing factors to offending behaviors.
It is posited that many studies underestimate prevalence by relying on data for those
individuals who are in criminal justice facilities, without taking into account those who are
provided opportunities for diversion or who ultimately do not get charged with an offense (Hawk
et al., 1993; Allen et al., 2008). Methodological variance and type of sample may also be a
factor. According to a meta-analysis of individuals with autism spectrum disorders in the
criminal justice system, conducted by King and Murphy (2014), a great deal of variation was
observed in prevalence rates of autism I samples of offenders, ranging from 3% or less to as
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much as 27%. Another complicating factor which impacts interpretation of results is the variable
manner in which studies viewed “offending,” with some counting self-report of criminal activity,
others including any contact with law enforcement, and still others using only convictions. In
addition, case studies are often used to follow a small number of adolescents with autism whose
behaviors result in juvenile justice contact. Although case studies and thorough reports from
caregivers are helpful in documenting specific circumstances and experiences, there is limited
generalizability to their conclusions. Pragmatically, data from larger samples is important
because policy decisions in regards to treatment modifications and options for incarceration or
diversion are more likely to be influenced by the needs of a larger population rather than
individual needs (Sutton et al., 2012).
Results of this study support claims in the literature that individuals with autism are
present within juvenile justice facilities, and symptoms of autism were present even within this
small sample size. It was observed that on the CARS-2 HF measure, staff members at times
rated participants as having symptoms of autism at mild to moderate levels, but denied the
possibility that the individual could have symptoms of autism when asked directly for general
impressions on the last question of the assessment (e.g., “Shows none of the symptoms
characteristic of autism spectrum disorder.”). This highlights that perhaps there is an
unfamiliarity with what this diagnosis means, or the possibility that individuals within this
diagnostic category are capable of committing offenses. Altogether, this points to a need to
screen individuals for developmental disabilities upon entry into treatment facilities, and to
provide comprehensive training for staff regarding how to identify traits of autism and make
appropriate referrals for more comprehensive assessment. Ghaziuddin (2013) further
recommends a solid developmental history including evidence of childhood abuse and neglect or
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early problems relating to peers, co-morbid psychiatric disorders, areas of obsessional interest
such as violence or weapons, and distinguishing between impulsive and intentional behaviors
(White & Kienlen, 2015).
Because autism can co-occur with other psychiatric conditions, the threshold between
primary symptoms of autism and comorbid symptoms can be blurred. For example, a decrease
in restricted or repetitive behavior in an individual with autism may be indicative of the presence
of depressive symptoms, but could also be misconstrued as an improvement in one of the core
symptom areas of autism (Stewart, Barnard, Pearson, Hasan, & O’Brien, 2006). This points to
the need to choose the appropriate diagnostic tools to most comprehensively assess symptoms.
While a wide range of psychometric instruments may be used to assist in diagnosis and treatment
planning, many of these tools may have been designed and standardized for different clusters of
symptoms in the general population and may not be valid for administration for individuals with
autism. For instance, clinical interviews or checklists may be problematic for this population
because of difficulties in sustaining reciprocal conversation and to talk about themselves and
experiences accurately, and thus complicate interpretation and mislead the nature of comorbid
symptoms (Mazzone, Ruta, & Reale, 2012).
Limitations
This research study serves to understand the presence of autism and CU traits within a
treatment program for adolescent sexual offenders. One limitation to the study in regards to
external validity is the extent to which results can be generalized to other populations of
adolescent sex offenders. This study does not permit generalization of results because of small
sample size. Generalization is further impacted by the homogeneity of this highly specific
clinical sample, as all participants were male sexual offenders from a limited geographic area
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who were being treated within the same agency’s program. Although symptoms of autism are
more prevalent among males than females, there may be great variation between gender, race,
regional demographics, and offense type if a larger sample size were studied. Also, the small
sample size also prevented an investigation of mean differences between groups and increased
the possibility of a Type II error. Further, although participants could be categorized due to
presence of autism symptoms as well as developmental markers of the disorder, it cannot be said
that participants would definitively meet criteria for an autism diagnosis without having
undergone a comprehensive diagnostic evaluation. A drawback to assessing individuals who
have committed offenses for research purposes is the transient nature of the population, which
can impede contact with families and can also prevent complete records from being provided to
the facility in which they reside. It is important to consider the possibility that treatment
facilities may not have received complete records or may have difficulty contacting families for
consent for such services as evaluations.
Due to privacy constraints resulting from the sensitive nature of the sample, further
demographic and historical information, such as treatment records and offense type related to the
participants, could not be accessed, and so the potential impact of these factors could not be
considered when interpreting results. For example, while the BASC-2 SRP-A helped to note the
presence of some emotional and/or behavioral concerns, the potential influence of these problem
areas on other areas of interest is unknown.
It is important to also consider possible limitations of the measures used in this study. For
example, the Ekman 60 Faces Test uses photographs of adults that were taken during the 1970s.
Even though research suggests that emotions have been shown to be consistent and universally
understood across cultures (Ekman & Friesen, 1971), it is worth noting that the use of images
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from a different era could impact participant responses and results. Another facet of this
measure that should be mentioned is that there is a relative lack of ethnic diversity, as photos are
primarily of individuals with light skin and Caucasian features (Lawrence et al., 2015).
As noted, there was some discrepancy in scores between measures of CU traits. One
substantial limitation of both the APSD and ICU is that formal cut-off scores have not been
established, and there are no official manuals for either instrument. Instead, the author directs
researchers to studies which describe the development of the scales, subscale structure, and tests
of validity in order to make research-related decisions. Use of such subjective cut-off scores can
result in important decisions being made that are either over- or under-inclusive. It will be
important for future research to establish firm cut-off scores which will be helpful in identifying
individuals with CU traits and in treatment planning (Kimonis, Fanti, & Singh, 2014).
Directions for Future Research
As stressed by Maras, Mulcahy, and Crane (2015), it is important for future research to
examine the various factors that lead some individuals with autism to engage in criminal
behavior. While several studies have investigated the vulnerabilities faced by many individuals
with autism, Allen and colleagues (2008) asked individuals with autism themselves about whey
they thought precipitated their offenses, as well assessed their perceptions of their arrest, court
experience, and other issues associated with involvement with the legal system. The individuals
who were questioned reported a wide range of triggering factors, such as feeling upset and
agitated, responding impulsively to a situation, having a bad habit, family or work conflicts, and
concurrent mental health issues, and many were able to acknowledge that they had tried to cope
with these stressors in maladaptive ways. While some individuals noted that lawyers or the
police were helpful, many others described their experience with the justice system as
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frightening, stressful, and confusing, and often reported that their autism-related symptoms were
not considered or understood.
Compared to their typically developing peers, children and adolescents with disabilities
are more likely to be suspended from school, referred to police or arrested for school-related
incidents, and to be charged with offenses in the juvenile justice system (Losen & Martinez,
2013; Quinn, Rutherford, & Leone, 2001). Because of the structured support that is often
necessary for individuals with autism to learn effectively, subsequent treatment for offending
behavior needs to be fundamentally different for offenders with autism versus those without.
Without an appropriate diagnosis, facilities are unable to consider alternative treatment options,
resulting in minimal program effectiveness due to a mismatch between intervention strategies
and individual needs (Sutton et al., 2012).
A significant proportion of youth in the juvenile justice system have learning-related
disabilities and are eligible for special education services, and these youth are more likely to
have both identified and undiscovered disabilities than youth in public school settings (Burrell &
Warboys, 2000). For many youth with developmental, learning, and/or mental health needs,
involvement in the juvenile justice system presents potential risks such as victimization, lack of
appropriate treatment options, and potential for self-injury. Instead, maintaining these youth in
the school or community with appropriate supports can allow them to learn more effectively and
help them reach their potential (Models for Change Initiative in Pennsylvania, 2010).
Information related to these youths’ disabilities can be relevant at every stage of a legal case, and
often helps to explain behavior in a way that informs useful interventions. The special education
system, then, can help to provide individualized services to meet specific treatment needs.
Juvenile justice professionals must do their best to be aware of the status of any disabilities,
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special education history, and how to identify impairments and request a comprehensive
evaluation, if warranted (Burrell & Warboys, 2000).
One way to manage treatment for individuals with autism who have committed an
offense is through pre-adjudication diversion, which allows for provision of alterative
opportunities instead of formal processing in the court system. Individuals can then receive
appropriate treatment rather than an adjudication of delinquency. Diversion can occur at a range
of decision-making points in the juvenile justice system, including at the school and from police,
magisterial district judges, and court levels. This could result in a referral for appropriate
services in lieu of filing formal charges (Models for Change Initiative in Pennsylvania, 2010).
For the participants with symptoms of autism in this study, appropriate diversion programs may
include sex education programs, social skills training, or other types of appropriate counseling
programs.
However, a combination of a lack of understanding of the disorder and the tendency to
view behaviors through the juvenile justice lens may lead to misinterpretation of symptoms and
impede professionals’ consideration of alternative approaches such as diversion programming.
This again highlights the critical importance of providing appropriate training to legal
professionals. There has been increased interest in the treatment of vulnerable groups within the
justice system over the course of the last several years. While research does not necessarily
support that vulnerable populations are consistently overrepresented within the system, it does
highlight the vulnerabilities and challenges these groups may face (Murphy et al., 1995). This is
compounded by a lack of screening for disabilities, including autism, for youth who enter the
juvenile justice system (Handrich, 2004). Many facilities have noted some confusion about the
appropriate clinical purposes of screening as compared to assessment, as well as the appropriate
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use of results (Skowyra & Cocozza, 2007). However, the availability of easy to use and brief
screening questionnaires to assess for symptoms of autism is a necessary step in identifying
individuals who are vulnerable or who have complex needs so that appropriate care can be
provided (Woodbury-Smith & Dein, 2014). For individuals with autism, the process of arrest,
investigation, and trial may be tremendously tough, with difficulties beginning as soon as they
are even suspected of involvement in illegal activity. Many of the core deficits of autism almost
certainly impact the individual’s fitness to plead, take responsibility, and exhibit competence in
regards to legal decisions, yet many courts and legal personnel are not understanding of the
diagnosis or know how to approach it in proceedings (King & Murphy, 2014). Screening that
takes place as early as possible in the process can serve a preventative purpose by helping with
more accurate interpretation of symptoms, and promoting access to diversionary treatment
Oftentimes, these individuals struggle to differentiate their actions from those of others,
may misinterpret information, function poorly in unfamiliar environments or situations, and may
misjudge the interview process, resulting in excessive disclosure or use of words and phrases
without fully understanding their meaning (Berney, 2004; Debbaudt, 2002; Barry-Walsh and
Mullen, 2004; Allen et al., 2008). These difficulties may be further compounded for individuals
who are high functioning and thus less likely to be suspected as having problems. According to
Myers (2004), individuals with autism who are placed in secure facilities often present with
multiple disadvantages, with psychiatric history and complex treatment needs being common.
Staff reports from secure facilities have also indicated concern about being unable to effectively
meet these multifaceted needs, as well as the risk the individuals with autism presented to others
and the risk of them being exploited and abused by other prisoners (Allen et al., 2008). These
unique challenges highlight the need for distinct treatment approaches for vulnerable populations
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such as autism. Concurrently, individuals with CU traits would also benefit from more
personalized treatment methods that target their own unique deficits. Because uninformed
treatment programs can actually be harmful to both the individual who committed the offense
and others with whom the individual interacts, it is imperative to consider other approaches.
Restorative justice treatment programs, which are commonplace in juvenile justice
facilities, are unlikely to work for either individuals with autism or those with CU traits. For
example, individuals with autism tend not to reoffend if appropriate replacement behaviors are
taught and reinforced (Sutton, 2014); however, behavior modeling is not a common intervention
in restorative justice programs. One way to address the distinct needs of individuals with autism
is through specialized deterrent or rehabilitative programming (Sutton et al., 2012). Proactive,
explicit instruction regarding the basic biological features of human sexual development may
provide one means of addressing both adolescent psychosexual development and development of
healthy relationships with others (Koller, 2000; Price, 2003). Correspondingly, establishing
opportunities for positive contact with peer models may promote understanding of appropriate
social contact and decrease risk for exploitation (Koller, 2000). Along these lines, social skills
training, and opportunities for re-training as needed, can help to emphasize appropriate
boundaries, provide information about how to develop appropriate intimate relationships, and
address ways to manage emerging sexual urges in a socially acceptable manner (Koller, 2000;
Price, 2003; Sutton et al., 2012).
Other appropriate modifications for autism include use of visual stimuli (such as video
modeling and role plays) instead of talk therapy, making efforts to correct behaviors prior to
issuing a consequence, closely monitoring restricted interests (especially if they involve sex,
violence, or other illegal activities), provision of direct instruction to perspective-taking
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difficulties, and teaching and practicing appropriate coping skills. It is also necessary to examine
trauma history to determine whether modeling is contributing to the current behavioral sequence,
as well as to assess for comorbid psychiatric disorders. Equally as important, proper training
must be provided to those individuals who are likely to interact with individuals with autism
throughout all the stages of the legal system.
As previously stated, individuals who exhibit CU traits are also in need of specialized
treatment within the system, as they are also unlikely to benefit from the victim- and
accountability-focused restorative justice model. These individuals do not benefit from
punishment and may not cue to the distress in others that would typically result in a change in
behavior; the payoff of their behavior can be thought to outweigh any consequence they may
receive (Hughes, Gacono, Tansy, & Shaffer, 2013). Approaches such as comprehensive
treatment planning, including stakeholders from the individual’s school and family, can be
particularly effective, especially if this is able to occur prior to age eight as intervention for CU
traits is more effective for younger children (Kimonis, Ogg, & Fefer, 2014). Offenders with CU
traits should be supervised in their contact with all peers so as to minimize the risk of
manipulation of others, and adults should be taught to consistently set and maintain clear
behavioral limits. It will be important to also examine motivating factors for improving
behaviors, so that there can be some buy-in to the treatment program. Approaches such as
structured behavior systems and reward-oriented interventions are likely to be effective, while
punitive practices such as suspension or detention are likely to be ineffective (Kimonis et al.,
2014). Lastly, training for general education populations should include assertiveness skills and
anti-bullying actions so that others who may interact with these individuals can set effective
boundaries and reduce opportunities for victimization (Hughes et al., 2013).
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In the school system, there is a prescribed sequence of steps that is required for all
students with disabilities when disciplinary action is necessary. These steps typically include
completing a functional assessment of behavior to better understand antecedents of problem
behaviors as well as manifestation determination. Manifestation determination is a process in
which members of a multidisipclinary team determine whether the problem behavior in question
occurred as a result of symptoms of the disability and whether the school has provided adequate
support in order to meet the student’s needs and promote success. The school is then permitted
to sanction consequences only if the behavior was determined to occur independent from the
symptoms of the disability and the school is able to prove that interventions were appropriately
delivered to address the risk for the behavior (Hughes et al., 2013). This process could serve as
an effective model to approaches for treatment modification within the juvenile justice system.
According to Kimonis, Ogg, and Fefer (2014), typical assessment tools that are often
used within the school system or treatment facilities may not provide adequate information about
CU traits. Further, it is important for school personnel to be knowledgeable of conduct problem
subtypes so that prevention and intervention efforts can effectively target areas of need and use
of strategies that may unintentionally exacerbate problematic behaviors can be avoided. School
psychologists are in a great position to help identify treatment needs, modify interventions, and
prepare students to return to less restrictive environments after appropriate sanctions have been
issued. In addition, these professionals can consult with legal personnel to ensure that children’s
needs are met through appropriate treatment options and implement safeguards for provision of
treatment that is consistent with autism protocols.
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